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Poor teamwork skills in healthcare have been found to be a contributing cause of negative 
incidents in patient care, whilst effective teamwork has been linked to more positive patient 
outcomes. This programme of work aimed to evaluate how to better prepare undergraduate 
pharmacy students for their future roles in interprofessional teams. 
 
The programme of work consisted of four qualitative phases. Phases 1 and 2 involved focus 
group to explore characteristics of an effective interprofessional team from the perspective of 
14 patients and informal caregivers, and 19 pharmacy students. Student views on opportunities 
to develop teamwork characteristics within their Masters of Pharmacy programme were also 
explored. Phase 3 consisted of semi-structured interviews with ten educators involved in the 
design and/or delivery of pharmacy curricula, to establish their perceptions on key teamwork 
characteristics and how undergraduates were prepared for working in interprofessional teams. 
The final phase triangulated the findings from phases 1-3 to provide a comprehensive account 
of key teamwork characteristics and to inform recommendations for curriculum development 
for pharmacy students. 
 
Analyses identified several key teamwork characteristics including communication, 
understanding their own role and the role of others, leadership, hierarchies and compassion. 
Communication, role understanding mutual trust and respect and the need for a team leader 
were considered to be key by all participants. The need for improvements in communication 
was highlighted by patients. Pharmacy curriculums should clearly identify how teamwork is 
taught to pharmacy students. Teamwork-focussed learning outcomes and objectives should be 
explicit for associated teaching, learning and assessments. Interprofessional education, 
experiential and simulation-based learning were considered beneficial and suitable mechanisms 
to be better prepare students for future practice in interprofessional teams. Supplemental 
clinical funding is required to facilitate experiential learning opportunities that would align 
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Chapter 1. Setting the scene 
This chapter will provide an overview of the thesis, to set the scene as to why and how the 
research was undertaken. This thesis represents a programme of work which evaluates how to 
better prepare undergraduate pharmacy students for their future roles in interprofessional 
teams. The aim of the programme of work was to explore the development of teamwork 
characteristics in undergraduate pharmacy students to facilitate and maximise post-registration 
interprofessional practice. The research took place at the researcher’s employing organisation 
in a North West Higher Education Institute (NWHEI) and involved patients, caregivers, students 
and educators. 
 
Enhanced collaboration and teamwork between health and social care staff is a key feature of 
the National Health Service (NHS) Long Term Plan (2019) for healthcare in the United Kingdom 
(UK) (NHS, 2019). There is recognition of the challenges in the provision of effective care by 
interprofessional including breaking down traditional barriers between care organisations, 
teams and funding streams in order to support the increasing number of people with long-term 
health conditions. 
 
Interprofessional teams have been in existence in hospital settings since the formation of the 
National Health Service in 1948. In the 1970s and 1980s, there was an expansion of teamwork 
into primary care and mental health settings as a result of shifting government policies (Reeves 
et al., 2010). Improving the quality and safety of patient care has been a key driver 
internationally for the use of, and need for, effective interprofessional teams which comprise a 
range of health and social care professionals including pharmacists (Institute of Medicine, 2000; 
World Health Organization, 2018a). Internationally, a number of organisations, promoting 
interprofessional teamwork and patient safety, have been established over the years including 
the National Patient Safety Agency, now part of the NHS England (NHS England & 
Improvements, 2020), the United States Institute for Healthcare Improvement (Institute for 
Healthcare Improvement, 2020), the Australian Patient Safety Foundation ( Agency for 
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Healthcare Research and Quality, 2005) and the World Health Organization’s (WHO) Alliance for 
Patient Safety (World Alliance for Patient Safety, 2004). In order to ensure patients receive 
appropriate, high-quality care, patient care needs to be integrated across the health and social 
care interface. The White Paper, Modernising Social Services (1998) said that “people do not fit 
into neat service categories, and if partner agencies are not working together it is the user who 
suffers” (Department of Health, 1998), recognising the need for improvements between care 
providers. Within the UK, a number of high profile cases have been linked to poor 
interprofessional teamwork. A high mortality rate in children following cardiac surgery at Bristol 
Royal Infirmary in the 1990s identified poor teamwork as a contributory factor resulting in 
unnecessary deaths (The Bristol Royal Infirmary Inquiry, 2001) and recommendations were 
made to consider teamwork within the education of healthcare professionals (Department of 
Health, 2001). The lack of teamwork across interprofessional teams (Department for Children, 
Schools and Families, 2008) was also highlighted following the death of Victoria Climbié in 2003 
(The House of Commons Health Committee, 2003) and Baby Peter in 2008 (Department for 
Children, Schools and Families, 2008). Despite recommendations being made (following the 
inquiry into Victoria Climbié’s death) to improve teamwork, the death of Baby Peter five years 
later highlighted the lack of change. The Francis report into practices at the Mid Staffordshire 
hospital trust, which led to the deaths of between 400 and 1,200 people, and the Morecambe 
Bay Investigation in 2015 again highlighted a failure in interprofessional teamwork (Francis, 
2009; Kirkup, 2015). More recently, a review into deaths at Shrewsbury Hospital is expected to 
raise poor interprofessional working as an area for improvement (Ockenden, 2019). 
 
In order to prepare pharmacy students for their future roles as pharmacists as part of an 
interprofessional team, there is a need to consider what should form part of the education and 
training for pharmacists both in the UK and internationally. The training of pharmacists within 
the UK traditionally begins with a four year Masters of Pharmacy (MPharm) degree programme, 
followed by a 52 week pre-registration period (General Pharmaceutical Council, 2011). The 
standards for training and education of pharmacists are defined by the General Pharmaceutical 
Council (GPhC) and all MPharm degrees need to be accredited by the GPhC, the professions’ 
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regulator. On successful completion of the regulators pre-registration placement and 
registration exam, students are eligible to register to practice as a pharmacist in the UK. 
Students have eight years from the commencement of their undergraduate studies to pass the 
registration exam, allowing time for interruptions from their studies, for example, due to failed 
modules and illness. Four Higher Education Institutes (HEIs) offer a five year accredited 
integrated programme whereby students complete their pre-registration training integrated 
within their MPharm degree. A further two HEIs are offering a five year integrated programme 
from September 2021 (General Pharmaceutical Council, 2020a). Through an increased 
understanding of patient expectations of teams, alongside that of health and social care 
professionals and an awareness of students’ understanding of teamwork, key teamwork 
characteristics that could be developed as part of undergraduate pharmacy student education 
can be identified. Consideration of current opportunities within curricula, in conjunction with 
the associated challenges and potential educational developments, should establish 
recommendations, relating to teamwork, for the education of future pharmacy students in the 
UK and beyond. This thesis covers the stages involved in this process.  
 
1.1. Aim and objectives of programme of work 
The aim of the programme of work is to consider how teamwork can be developed in 
undergraduate pharmacy students to facilitate and maximise post-registration interprofessional 
practice and promote effective patient care. 
 
The objectives of the programme of work were to: 
1. Explore and define the characteristics of an effective interprofessional team  
2. Explore the perceptions of educators on key characteristics in an interprofessional team 
3. Identify characteristics of interprofessional teamwork that could be developed within 
undergraduate students 
4. Make recommendations on pharmacy education curriculum standards to facilitate the 
development of teamwork characteristics 
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1.2. Thesis overview 
The programme of work comprised a multi-perspective approach into teamwork characteristics 
associated with interprofessional teams utilising a qualitative approach. The perspectives of 
patients, students and educators were considered. Health and social care professionals’ views 
on characteristics key in effective teamwork ascertained via the literature review provide 
another perspective. Student and educator views on existing and potential opportunities to 
develop identified characteristics within undergraduate MPharm programmes were explored. 
This programme of work consisted of four phases, introduced below and discussed in detail in 
Chapter 3. The phases were carried out sequentially and findings from earlier phases informed 
the design of subsequent phases. 
 
Chapter 2 provides a comprehensive review of the background to the programme of work. This 
begins with consideration of patient care delivered by teams globally, the associated 
terminology and relevant guidelines and policies. The importance of effective teamwork follows 
before the characteristics integral to effective teams, as described in published literature, is 
presented. 
 
Chapter 3 outlines the programme of work in detail, discussing the approaches adopted, the 
rationale for their choice and an overview of methods undertaken in each of the four phases of 
the programme of work. 
 
Chapter 4 presents the findings from phase 1 of the programme of work, which involved focus 
groups comprised of patients and informal caregivers (Phase 1: Evaluating teamwork 
characteristics from the patients' and caregivers' perspective). This phase looked to identify 
patients’ and informal caregivers’ perspectives on teamwork characteristics and their 
experiences of teamwork in the delivery of their care.  
17 
 
Chapter 5 presents the findings from phase 2, which involved student focus groups (Phase 2: 
Evaluating teamwork characteristics from the pharmacy students’ perspective). This phase 
looked to identify students’ awareness of teamwork characteristics and opportunities available 
to them to develop identified characteristics within their undergraduate studies.  
 
Chapter 6 presents the findings from phase 3 of the programme of work (Phase 3: Exploring 
teamwork characteristics and curriculum design from the educators’ perspective). This phase, 
which involved interviews with educators, considered educators’ perspectives on teamwork 
characteristics, opportunities within their programmes to develop the identified characteristics 
and potential curriculum developments that would further prepare students for their future 
practice in interprofessional teams.  
 
Chapter 7 which presents phase 4 of the programme of work (Phase 4: Recommendations for 
pharmacy curriculum design). This fourth phase involved triangulation and discussion of the 
data findings from phase 1: Evaluating teamwork characteristics from the patients' and 
caregivers' perspective; phase 2: Evaluating teamwork characteristics from the pharmacy 
students’ perspective, and phase 3: Exploring teamwork characteristics and curriculum design 
from the educators’ perspective, and makes recommendations for the development of 
pharmacy education curricula to facilitate the development of teamwork characteristics. 
Limitations of the research and further research are also considered.  
 
This thesis concludes in Chapter 8. This final chapter of this thesis considers the originality, 
methodological appropriateness and the impact of the programme of work. Proposals for 





1.3. Significance of the research 
This research is of significance as the global landscape of health and social care continues to 
evolve in increasingly complex and changing environments that require a competent 
interprofessional workforce approach (World Health Organization, 2018b). In the UK, such an 
approach is key to the achievement of the long term plans for the NHS (NHS, 2019). As the 
focus in the provision of high-quality care spreads beyond traditional medical practitioners as 
the fundamental clinical practitioner, pharmacists across all sectors will become more 
important in delivering care and supporting patients on their healthcare journey as part of an 
interprofessional team approach. The recent Coronavirus disease 2019 (COVID-19) pandemic 
has further highlighted the challenges faced by interprofessional teams in providing a rapid 
response as the virus spread worldwide and deaths increased approach across organisations 
and interfaces of care (Liu et al., 2020). The impact of COVID-19 has been far reaching affecting 
people of all ages and those with various medical conditions emphasising the need for effective 
and responsive teamwork (Liu et al., 2020; National Institute for Health and Care Excellence, 
2020). However there is limited research into preparing pharmacy undergraduate students for 
their future interprofessional team-based roles. 
 
The terms interprofessional, multidisciplinary and interdisciplinary are frequently used 
interchangeably are found commonly in the literature, and there is no consensus on the 
consistent use of these three terms in the healthcare team literature (Flores-Sandoval et al., 
2020). The concept of ‘‘interprofessionality’’ arose as a response to fragmented healthcare 
practices and is defined as ‘‘the development of a cohesive practice between professionals 
from different disciplines” (D’amour & Oandasan, 2005). Interprofessional teams are 
considered to consist of professionals from different disciplines working cohesively to address 
the health needs of populations through integrated care (D’Amour et al., 2005; Wranik et al., 
2019). The interdisciplinary approach is interactive and participative, with the healthcare 
professionals agreeing upon a common treatment goal and adapting their discipline-specific 
goals to this common goal (Körner, 2010; Thylefors et al., 2005). Multidisciplinary refers to a 
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process whereby multiple disciplines work on the same project in an independent and parallel 
fashion, reflecting a lower degree of collaboration on the spectrum (D’amour & Oandasan, 
2005; Körner, 2010; Thylefors et al., 2005). 
 
Effective interprofessional practice is an important element of ensuring patient safety and high-
quality patient care and it is recognised that effective teamwork would help to promote 
collaboration and partnership (World Health Organization, 2019) . However, critical issues with 
communication and collaboration amongst different healthcare professional continue to be 
reported and impact on the delivery of safe, high-quality patient care (Department for Children, 
Schools and Families, 2008; Francis, 2009; Ockenden, 2019; The House of Commons Health 
Committee, 2003). It follows that the development of teamwork characteristics and an 
enhanced understanding of teamwork in pharmacy undergraduate students would have a 
significant impact on their preparedness for their future practice as part of a team and their 
ability to work effectively in new integrated models of care. Pharmacy undergraduate students 
would have an increased understanding of the roles of health and social care professionals and 
how all members of an interprofessional team can work together effectively. In doing so, there 
is potential to improve the delivery of safe, high-quality care to patients and improve the 




Chapter 2. Introduction 
Having overviewed the content of the programme of work in the previous chapter, this chapter 
will focus on a critical review of published papers from peer-reviewed journals, policy 
documents and grey literature relating to interprofessional teams and teamwork 
characteristics. The aim of this chapter is to consider the importance of teamwork in the 
delivery of health and social care, characteristics that are deemed necessary to facilitate 
effective teamwork and the preparedness of undergraduate pharmacy students to work in an 
interprofessional team. 
 
2.1. Literature search 
A comprehensive literature search was undertaken prior to commencing the programme of 
work using the HEI’s single search tool, DISCOVER, to understand teamwork characteristics, 
including the perspectives of health and social care staff. This tool gives access to a range of 
databases including Pubmed, Medline, CINAHL and the Cochrane library. These databases were 
chosen to ensure that all health and social care related books, eBooks, journal articles, 
proceedings, conferences, theses and multimedia were included in the search. Other websites 
were searched separately and included: WHO and NHS England. These websites were chosen to 
cover all health and social care related grey literature within the UK and internationally. As 
outlined in Chapter 1, the turn of century was a significant turning point for interprofessional 
teamwork (Centre for Advanced Interprofesional Education, 2012; Francis, 2009; The House of 
Commons Health Committee, 2003), therefore, the search focused on literature published 
between 2000 and 2020. 
 
Key words relating to teamwork to identify teamwork characteristics, published in the English 
language were used to detect relevant articles. Boolean operators and truncations were used to 
allow for variability of terms adopted in the literature. The following key words were used in all 
databases and websites: “interprofessional”, “inter-professional”, “multidisciplinary”, 
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“interdisciplinary”, “team*”, “teamwork*, “team work*”, “characteristic*”, “attribute*”, 
“qualities”, “competenc*”, “pharmac*”, “health”, “healthcare”, “collaborative practice”, “team 
effectiveness”, “team-based care”, “non technical skills”, “non-technical skills”, “work ready”; 
“work-ready”, “prepared for practice”, “prepare*”, “patient”, “caregiver”, “care-giver”; “patient 
safety”.  
 
Further details of the literature search are provided in the literature search strategy in 
Appendix 1. 
 
2.2. A team approach – the global picture 
A competent interprofessional workforce approach is globally recognised as a prerequisite in 
responding to the health and social needs of individuals in response to an ageing population 
and the rising burden of long-term conditions (World Health Organization, 2018b). Chronic 
diseases require a holistic approach and long-term management and continuity of care over 
time (Fiscella & McDaniel, 2018), reinforcing the need for better integration of care between 
sectors and across providers. The 1978 Declaration of Alma-Ata established that healthcare 
relies on “health workers, including physicians, nurses, midwives, auxiliaries and community 
workers as applicable, as well as traditional practitioners as needed, suitably trained socially 
and technically to work as a health team and to respond to the expressed health needs of the 
community” (International Conference on Primary Health Care, 1978). This premise is as 
relevant today as it was then since demand for healthcare is increasing as a result of 
demographic, epidemiological, economic and technological changes, alongside population 
expectations and new models of care in service provision. Achievement of the WHO 2030 
Sustainable Development Goals (United Nations DESA, 2015) on ensuring healthy lives and well-
being for all, recognises universal health coverage as key to achieving all health targets, which 
requires an interprofessional workforce (United Nations DESA, 2015) and healthcare services 
need to be provided by “socially and technically competent and motivated multidisciplinary 
teams” (World Health Organization, 2018d). Working within a team requires individuals to be 
22 
 
competence in teamwork to ensure evidence-based, coordinated, continuous care (World 
Health Organization, 2018c). There is also recognition in the literature that “teams require 
work” (Sargeant et al., 2008). This is described as an ongoing process initially to develop the 
team but then to maintain the team which requires active, ongoing effort to facilitate 
integrated patient care (Sargeant et al., 2008).  
 
Maximising disease prevention, health promotion, and successful medical interventions 
requires a mix of health and social care professionals, caregivers and volunteers, who have the 
expertise to deliver high-quality care and possess the appropriate skills for tailored, personal 
interactions and teamwork (World Health Organization, 2018b). An increasing proportion of the 
UK population have multiple chronic conditions and health and social care services need to 
adapt in order to cope with more complex cases. A study in Denmark (2015) found that a third 
of patients presenting at general practices did not lend themselves to a diagnosis, and about 
one half do not lend themselves to a standard of care pathway, reflecting the complexities of 
care and the need for individualised care (Rosendal et al., 2015). To be effective, team 
members require the skills to deal with different aspects of the health and social care plan that 
can include comorbidities, disease severity, medication, health beliefs and preferences, family 
environment, and socioeconomic factors (Young et al., 2017). 
 
Adopting approaches based on interprofessional teams with a diverse skills mix and optimal 
scopes of practice increases workforce productivity and effectiveness, while responding to a 
wide range of population and community needs, can transform traditional models of service 
provision (World Health Organization, 2018b). A systematic review of new models of primary 
care in Canada was associated with reductions in the use of hospital services, including reduced 
emergency visits and hospitalisations (Wranik et al., 2019). However, whilst a team approach 
can transform patient care, it can also pose novel threats to patient safety which is recognised 




The coordination of patient care frequently requires multiple teams, which may be embedded 
in different organisations and who are located in different physical spaces, for example, mental 
health teams, medical specialty care teams, hospital discharge teams, social services and 
community-based teams. These teams respond to changes in patient needs, whether 
preventive, acute, chronic, or end-of-life. The ability to function effectively as a member of a 
team, that includes providers, patients and family members, requires an awareness to practise 
in a way that reflects understanding of team dynamics and processes and to build productive 
working relationships that focus on outcomes for people (World Health Organization, 2018c). 
Teams need to be fluid, adapting as demand evolves, recognising that some members belong to 
more than one team and the success of a team hinges on its flexibility and efficiency in 
managing complex tasks, its adaptation to changes in patient needs, the adoption of new 
technology and its capacity to integrate information across multiple levels (Fiscella & McDaniel, 
2018). However, the necessary level of cooperation and coordination, including exchange of 
information, varies within and across teams (Fiscella & McDaniel, 2018). Importantly, the need 
to function as part of a team is a core skill of any healthcare professional alongside and equal to 
their clinical skills. 
 
2.3. What constitutes a team? 
Interprofessional teams often consist of a wide range of people who interact daily with a broad 
range of health and social care professionals to deliver patient care. These teams may be short-
lived with a predefined purpose, such as a cardiac arrest team. Alternatively, interprofessional 
teams may be less well-defined with broad goals, such as creating a regional institute to 
support quality improvement. 
 
A team can be defined as “a small number of members with the appropriate mix of expertise to 
complete a specific task, who are committed to a meaningful purpose and achievable 
performance goals for which they are held collectively responsible” (Mickan & Rodger, 2005). 
Historically, members of diverse healthcare professions working together for patient care have 
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considered themselves a “team” but they may only actually be a group of individuals working 
beside each other and not as a team (Grumbach & Bodenheimer, 2004). Sargeant et al.(2008) 
reaffirm that a team is “a group with specific tasks” which “requires the interdependent and 
collaborative efforts of its members” (Sargeant et al., 2008) Vyt et al. (2008) expands this 
further by suggesting that teamwork exists when healthcare professionals not only make 
appropriate referrals to each other when needed but also jointly contribute in setting up care 
and treatment plans (Vyt, 2008). The WHO describe an effective team as “one where the team 
members, including the patient, communicate with one another as well as combining their 
observations, expertise and decision-making responsibilities to optimise patient care (WHO, 
2011). 
 
2.4. Interprofessional teams in the UK 
In recent years, healthcare in the UK has evolved from just one local family doctor who treated 
a specified group of patients in a locality, to its current interprofessional, multi-locality form. A 
shift in patient care designed to facilitate the overall NHS agenda has resulted in healthcare 
being delivered by interprofessional teams comprising both health and social care workers 
(NHS, 2019; NHS England, Care Quality Commission, Health Education England, Monitor Public 
Health England, 2014; NHS England, 2017a). Shorter hospital stays, caring for patients in the 
community and an increasing focus on prevention of illness has had major implications for the 
role of different professionals and the complexity of teams in both primary and secondary care 
and effective interprofessional teamwork is the key to its success (Boaden & Leaviss, 2000; 
NHS, 2019; NHS England, 2017b; Work, 2013). 
 
The NHS Long Term Plan, published in 2019, outlines the improvements planned to ensure that 
the NHS is “fit for the future” (NHS, 2019) and teams are a key feature throughout the 
document. Enhanced collaboration between general practitioners (GPs), their teams and 
community services as part of primary care networks is considered a mechanism by which 
improvements outlined in the plan can be delivered. The NHS plan recognised that being 
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successful requires breaking down traditional barriers between care organisations, teams and 
funding streams to facilitate the continuity of care and avoid each encounter with the health 
service being a single, unconnected episode of care. Effective teams and teamwork are key to 
ensure teams including GPs, allied health professionals (AHPs), district nurses, mental health 
nurses, therapists and reablement teams, are effective working across primary care and local 
hospitals, developed to meet local needed (NHS, 2019). Effective interprofessional teamwork 
continues to be important within the UK in ensuring patients receive quality care.  
 
In response to the redesign of the delivery of primary healthcare in the UK, the pharmacist role 
has undergone significant changes in recent years (Silvaggi et al., 2017). An ageing population, 
increased workload, and a greater focus on healthcare being delivered closer to patients’ 
homes, has led to an expanded pharmacist role providing a range of enhanced patient services 
including screening for chronic disease, providing smoking cessation, treating minor ailments, 
and supplying medications (Mossialos et al., 2015; NHS England, 2015). Pharmacists can now be 
seen integrating their expanded roles into general practice settings, providing more patient 
care and working closely as a member of the healthcare team. Further initiatives, including the 
Pharmacy Integration Fund have been set up to “drive the greater use of pharmacists in the 
new, integrated local care models” (NHS England, 2016). Initiatives supported by the Pharmacy 
Integration Fund include medicines optimisation in care homes, NHS Community Pharmacist 
Consultation Service and support for the General Practice aims to integrate clinical pharmacists 
in general practices. Pharmacists need to integrate a team-based approach to patient care and 
work across a variety of interprofessional teams and curricula need to be reviewed and 
reformed to ensure pharmacists have the necessary knowledge, skills and competencies to do 
so. 
 
2.5. Teamwork and patient safety 
The delivery of quality care and improving patient safety requires effective interprofessional 
teamwork (Francis, 2009; The House of Commons Health Committee, 2003). There is significant 
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evidence within the literature that the quality of teamwork impacts on the quality and safety of 
healthcare delivery (Rosen et al., 2018). Poor teamwork skills in healthcare have been found to 
be a contributing cause of negative incidents in patient care, while effective teamwork has been 
linked to more positive patient outcomes (Grumbach & Bodenheimer, 2004). A study (2015) 
across 147 acute hospitals (Lyubovnikova et al., 2015) showed that effective teamwork was 
associated with fewer errors and incidents and lower patient mortality rates. Observational 
studies of surgical services indicate that approximately 30% of team interactions include a 
communication failure of some type (Lingard, 2004) and that patients receiving care with poor 
teamwork are almost five times as likely to experience complications or death (Mazzocco et al., 
2009; Symons et al., 2012). In particular, higher mortality and complications have been 
associated with poor briefing and information-sharing during post-operative handover 
(Mazzocco et al., 2009).These findings suggest that teamwork skills play an important role in 
the quality of handover and the development of subsequent adverse events. Positive 
associations between the quality of teamwork in inpatient facilities and patients’ self-reported 
satisfaction with their care have been established (Lyu et al., 2013) with patients receiving care 
from higher performing teams being more satisfied. 
 
2.6. Interprofessional team characteristics 
A number of characteristics have been identified within the literature that are considered key 
to achieving effective teamwork. In order to function well, teams need to embody these 
characteristics on a day-to-day basis and in the longer term. This section outlines the key 
characteristics as found in published literature. 
 
2.6.1. Communication 
Throughout the literature, communication was seen as critical to effective interprofessional 
teamwork (Institute of Medicine, 2003; Delva, Jamieson and Lemieux, 2008; Sargeant et al., 
2008; Vyt, 2008; Bainbridge et al., 2010; Macdonald et al., 2010; Jackson and Bluteau, 2011; 
Youngwerth and Twaddle, 2011; Nancarrow et al., 2013). Team-based healthcare professionals 
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referred to communication as “the big thing, the sine qua non, the glue that holds the team 
together and enabling collaborative work” in a Canadian focus group study (Sargeant et al., 
2008). Effective communication was found to assist breaking down professional barriers, 
resolving inter-team conflict, promoting positive interpersonal relations and improving 
interprofessional communication (Youngwerth & Twaddle, 2011) thereby facilitating the 
delivery of patient care and minimising associated risks. 
 
Failures in communication are considered an independent cause of preventable patient harm 
and a contributing factor to patient harm. Research suggests that between 22%–65% of all 
severe adverse events are due to or involve communication failures between staff (Knorring et 
al., 2020). Transitions of care are leading to opportunities for communication failures directly 
causing patient harm whereby critical information about the patient’s status and plan of care 
can be miscommunicated, leading to delays in treatment or inappropriate treatment. Within 
the acute setting, poor communication of medication name, dose, route of delivery, and timing 
of administration between medics, pharmacists, nurses, and patients can lead to medication 
errors (Keers et al., 2013). A recent UK study (2020) across 31 hospitals found that 
inconsistency in communication from staff to patients might be a consequence of a lack of 
teamwork and suggested that inconsistent communication to patients may potentially also 
erode patient confidence in healthcare staff (Knorring et al., 2020). 
 
Healthcare professions have described communication as involving both the active exchange of 
information in both a formal, for example, team meetings, and an informal manner, for 
example, adhoc conversations (Sargeant et al., 2008; Youngwerth & Twaddle, 2011). Effective 
communication skills described include listening to team members and appropriate team 
communication requires using effective skills to offer one’s perspectives respectfully and 
assertively, or “listening and speaking up” (Sargeant et al., 2008). A focus group study (2008) 
also highlighted that good relationships among team members facilitates communication 
(Delva et al., 2008). An observation study (2005) found differences in the way that different 
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professions interact have been identified in the research (Atwal & Caldwell, 2005). For example, 
occupational therapists, physiotherapists, social workers and nurses were observed to rarely 
ask for opinions and orientations whereas consultants tended to have high rates for asking for 
orientation, giving opinions and giving orientation. However, it is important to note that this 
study was undertaken in only one healthcare trust in the UK and thus represents the actions of 
these staff only and may reflect the culture in the specific trust limiting the generalisability of 
the findings.  
 
Within the published literature it is suggested that practical factors can impact on 
communication, for example, building layout was a barrier for nurses whilst barriers for medics 
were due to conflicts in schedules and roles (Delva et al., 2008). Furthermore, healthcare 
professionals are not always together in the same location at the same time and organising 
meetings involving all team members involved in patient care can be costly and may not even 
be possible (Vyt, 2008). Layout design, visibility and accessibility levels are the most cited 
aspects of design which can affect the level of communication and effective teamwork in 
healthcare facilities, impacting patient outcomes and efficiency (Gharaveis et al., 2018). 
 
Variations in operational approaches used by different teams were also problematic (Delva et 
al., 2008). Of notable interest, is a study involving semi-structured interviews with a variety of 
team-based health and social care professionals in the United States, which found that poor 
communication was associated with a decreased acceptance of pharmacy roles within primary 
healthcare teams (Patterson et al., 2015). However, the study was not designed to address 
pharmacy integration and pharmacists were not interviewed as part of the study. Furthermore, 
the study was conducted in one region in the United States and this limits the generalisability of 




Whilst it is recognised that information technology can help overcome some of the challenges 
associated with communication, it was also noted that information technology cannot 
guarantee efficient collaboration and open communication (Vyt, 2008). In order for regular and 
effective communication to happen, accessibility to the other members and the ability to use 
appropriate communication skills were identified as key (Sargeant et al., 2008). It was also 
recognised within the literature that such skills need to be prioritised and continually reviewed 
(Institute of Medicine, 2003). 
 
2.6.2. Interpersonal relationships 
Relationships between team members including mutual trust, support and recognition were 
found to impact effective teamwork (Delva et al., 2008; Institute of Medicine, 2003; Jackson & 
Bluteau, 2011; Youngwerth & Twaddle, 2011). The Institute of Medicine recognised that trust 
between team members needs to be earned and the existence of this trust creates reciprocity 
and greater opportunities for shared achievement (Institute of Medicine, 2003). Furthermore, 
trust and respect within teams is associated with group cohesiveness and team creativity 
(Mickan & Rodger, 2005; Youngwerth & Twaddle, 2011). Bainbridge et al. (2010) also found 
that it was important that team members understand the principle of team dynamics and group 
processes in order to facilitate interprofessional team collaboration (Bainbridge et al., 2010). 
 
Cohesive teams had a unique team spirit and individuals shared enjoyment and pride in their 
achievement. This results in teams that have a greater longevity and team members who want 
to continue to work together (Mickan & Rodger, 2005). A systematic review of interprofessional 
practice within primary care identified that supportive relationships with colleagues were 
associated with feeling part of the team which in turn generated improved patient outcomes 




Hierarchies and power differences are seen to have a negative impact on team cohesiveness 
and teamwork. Within the literature, medics were perceived by nurses, nutritionists, social and 
administrative staff to hold more power than other team members (Delva et al., 2008). This 
perception was mainly as a result of expectations by medics that work must be adjusted to 
meet their requirements with little consideration given to the impact this had on other team 
members (Delva et al., 2008). However, this study was limited to the views of team members in 
one Canadian primary healthcare team (nurses, nutritionists, social workers and administrative 
staff) and may not represent the views of other Canadian healthcare team workers or that of 
those in other countries. 
 
2.6.3. Team structure 
These include the size of the team, team composition and location have been identified within 
the literature as key requirements of effective teams. 
 
Team size is identified as a factor that promotes teamwork (Jackson & Bluteau, 2011) and 
teams with a greater occupational diversity are associated with higher overall effectiveness 
(Bainbridge et al., 2010). West & Lyubovnikova (2013) recommend that the team size should be 
appropriate for the team goal and should not exceed 8-12 members (West & Lyubovnikova, 
2013). As teams increase in size beyond this number, team members are less clear about team 
goals, find information sharing more difficult, interact less and feel they have less influence 
over decision-making (West, 2012). Larger teams may result in multiple people in the same 
specialist role; team members may compete for power or withdraw their participation from the 
team (West & Lyubovnikova, 2013). 
 
Interprofessional teams frequently varied in terms of their composition, which will often 
depend and be influenced by the needs of the patient and remit of the teams. Teams may 
include doctors, nurses, pharmacists, physiotherapist, occupational therapist, for example, but 
many teams also include social care staff, carers and support staff. The inclusion of additional 
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professions within teams including pharmacists, occupational therapists, physiotherapists, 
dieticians, podiatrists, and diabetes educators has been found to increase the breadth of 
services available to patients (Wranik et al., 2019). Nancarrow et al. (2013) expand on the 
composition of the team and suggest that a balance of personalities and practical aspects of 
working in a team, for example, having a full complement of staff and timely cover for empty or 
absent posts are key features in team effectiveness (Nancarrow et al., 2013).  
 
Team structure and team process were identified as factors affecting interprofessional 
teamwork in primary care teams (Xyrichis & Lowton, 2008). Effective teams need to comprise 
the relevant healthcare professionals in order for the team to achieve its goal, however 
determining its membership was considered challenging (Bainbridge et al., 2010; Delva et al., 
2008). Vyt (2008) states that a team should consist of “team members who complement each 
other’s discipline and who take up complementary roles in the team” (Vyt, 2008). Team 
members should have knowledge of and respect for, the competences, roles and contributions 
of other professionals within a team and the ability to complete the team goal (Vyt, 2008; West 
& Lyubovnikova, 2013). If this is not the case, decisions-making processes are likely to be 
dysfunctional and in turn patient care suffers (West & Lyubovnikova, 2013). 
 
The location of teams can also vary considerably. For example, a hospital team will share the 
care of a patient in a clinic or ward setting whilst in a community or primary care setting, the 
team may be geographically more widespread, and members of the team will often work with 
patients on an individual basis. Co-location of providers working in a team was perceived to 
improve contacts between providers, and increase collaboration, shared goals, and shared 
decision making in primary care (Wranik et al., 2019) and also offer convenience for patients 




It was also apparent in the literature that there was confusion as to when individuals were a 
team member. Whilst medics perceived themselves as team members (Doekhie et al., 2017; 
Vyt, 2008), other individuals did not perceive themselves as a team member. Doekhie et al. 
(2017) propose three factors that influence individuals’ perception of being part of a team and 
acting accordingly: knowing the people you work with, the necessity for knowledge exchange 
and sharing a holistic view of caregiving (Doekhie et al., 2017). Delva et al. (2018) report that 
the frequency of interaction is seen to be crucial as to determining membership for transient 
members (Delva et al., 2008). There is some reference within the literature proposing that the 
patient and/or patient representatives are also key members of the team (Jackson & Bluteau, 
2011). 
 
2.6.4. Team processes 
The function of teams is recognised within the literature as an important factor in team 
effectiveness. Delva et al. (2008) found that team members perceived themselves as having 
two main functions: meeting patients’ clinical needs and educating future healthcare workers 
(Delva et al., 2008). Team meetings were seen as an important aspect of teamwork which could 
be enhanced by factors including the preparation of documents, the presence of key persons, 
the availability of information and the management of the meeting process (Vyt, 2008). Team 
meetings facilitated the integration of new team members, review professional expectations 
and guidelines, review patient progress or problem solve (Delva et al., 2008). However, 
adequate time needs to be devoted to meetings to allow thorough exploration of a shared 
problem before constructing an intervention strategy (Vyt, 2008).  
 
Another characteristic of effective primary healthcare teams was having the practical “know-
how” for managing a common patient and appropriately communicating patient information 
(Sargeant et al., 2008). Managing a patient required knowing how to identify and access the 
right provider; delegate, share, and transfer care; and address policy differences among 
organisations. Appropriate communication of patient information included activities like 
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sharing patient records and reports, attending to patient confidentiality, and communicating 
between institutions and community agencies. Furthermore, the role of the receptionist was 
also seen as key to team effectiveness (Delva et al., 2008). Secretaries were seen as central to 
facilitating communication since they interacted with all team members (Delva et al., 2008) and 
the timeliness of communication was also perceived as an influencing factor in effective 
communication (Delva et al., 2008). Practical issues also impact on team effectiveness, for 
example, patient records need to be organised in a way that promotes interprofessional 
storage and consultation of patient records and data files (Vyt, 2008) – often the role of 
administrative staff.  
 
West et al. (2000) identified reflexivity on the team as a whole as being a key attribute in 
effective team (West, 2000). Reflexivity is described as the “extent to which teams regularly 
take time out to define what it is they are trying to achieve, how well they are working, what 
they need to change, and then make adjustments accordingly” (West, 2000). Reflexivity enables 
healthcare professionals to reflect on the sustainability of their objectives to ensure that these 
are aligned with patient needs and emerging organisational challenges. 
 
2.6.5. Understanding of role 
Throughout the literature understanding one’s own role and the role of others were a key 
feature required to facilitate effective teamwork (Bainbridge et al., 2010; Institute of Medicine, 
2003; Jackson & Bluteau, 2011; Macdonald et al., 2010; Nancarrow et al., 2013; Sargeant et al., 
2008). This knowledge helped team members understand scopes of practice, enhance respect 
for each other’s role and importantly allowed them to understand how the roles of others are 
complementary to their own (Sargeant et al., 2008). Furthermore, recognition by others as to 
what a team member brought to the team was also important. Within the literature, it appears 
that an understanding of the role of others was sometimes “sketchy” (Delva et al., 2008). Some 
teams seemed unsure about what their colleagues did and linked this to infrequent interaction 
(Delva et al., 2008). A qualitative study exploring the perspectives and experiences of recently 
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graduated, currently practicing Australian nurses, pharmacists, and doctors found that how 
knowing about and valuing the skills and responsibilities of other team members and respecting 
each person’s unique contribution to the work of the team can lead to more effective 
communication and collaboration in the context of medication safety ( Wilson et al., 2016). 
 
Moreover, a lack of understanding of roles has been shown to reinforce power differentials 
within the interprofessional team, leading to a lack of participation in IPE (defined in Section 2.7 
Initial undergraduate education and training) and decreased interprofessional collaboration 
(Baker et al., 2011; Hickey et al., 2018). Lack of role awareness, poor communication, and 
insufficient collaboration have been associated with a decreased acceptance of pharmacy roles 
within primary healthcare teams in the United States and Canada (Patterson et al., 2015; 
Schindel et al., 2017). Schindel et al. (2017) found that collaboration with other healthcare 
professionals was essential because the pharmacist role often overlapped with the role of other 
healthcare professionals, which, at times, led to a conflict between team members (Schindel et 
al., 2017). 
 
2.6.6. Shared goals 
Throughout the literature it is clear that shared goals were seen to bring team members 
together and in order to be effective, teams should work to establish shared goals that reflect 
patient priorities which can be articulated, understood and supported by all team members 
(Institute of Medicine, 2003; Jackson & Bluteau, 2011; Mickan & Rodger, 2005; Mulvale et al., 
2016; Schroder et al., 2011; Vyt, 2008; West & Lyubovnikova, 2013). Mickan et al. (2005) 
described goals as an “intermediary link between the team’s purpose and outcomes” (Mickan & 
Rodger, 2005). Importantly, team members need to agree upon and set goals collaboratively 
and describe them in measurable terms (Mickan & Rodger, 2005). West & Lyubovnikova (2013) 
suggest that such goals should be challenging, agreed, measurable and not exceed 8-12 in 
number (West & Lyubovnikova, 2013) whilst Vyt et al. (2008) suggests that a shared care plan is 
an important tool that promotes interprofessional teamwork (Vyt, 2008). West (1999) and 
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Mickan and Rodgers (2005) both found that effective teams were those having a purpose which 
includes collective interests and demonstrates shared ownership (Mickan & Rodger, 2005; 
West, 1999). 
 
However, whilst research shows that primary care teams with clear goals perform better on 
patient-perceived quality and patient satisfaction than those without (Goñi, 1999), it is also 
common for team members to be unclear about exactly what the objectives of the team are 
(West & Lyubovnikova, 2013). Achievement of shared goals appears to be more challenging in 
situations involving multiple agencies (Yerbury, 1997) and that “external” managers are needed 
to facilitate the objectives, priorities and goals of teams involving multiple agencies. 
 
2.6.7. Leadership and Management 
Managing teams requires strong leadership – a theme which reappears throughout the 
literature (Bainbridge & Wood, 2013; Delva et al., 2008; Jackson & Bluteau, 2011; Macdonald et 
al., 2010; Nancarrow et al., 2013; Wranik et al., 2019). Clear leadership provides teams with 
clear team objectives, clear direction and management, high levels of participation, 
commitment to excellence and support and the development of the team members. Leaders 
should be based on leadership skills rather than base on hierarchy (Nancarrow et al., 2013) and 
the traditional assumption of medical leadership has sometimes lead to complications in 
practice with teams (Boaden & Leaviss, 2000). West et al. (2000) found that where there was 
poor leadership within teams, both team process and outcomes were negatively affected 
(West, 2000). Leadership requires decision making, conflict management, sharing of ideas and 
information, coordination of tasks equally, provision of feedback in relation to the team’s 
activity and the ability to listen, support and trust team members (Mickan & Rodger, 2000) and 




Whilst it is assumed in the literature that leadership is provided by one individual, Bainbridge et 
al. (2010) refer to collaborative leadership where team members, including the patient, work 
together to formulate, implement and evaluate care and services to enhance health outcomes 
(Bainbridge et al., 2010).  
 
2.6.8. Organisational factors 
An important consideration is the environment within which different teams operate. In recent 
years, the NHS has undergone significant changes which all impact on teams as outlined in 
Chapter 1. A good team climate has been linked to having a common goal, satisfaction with 
team achievements and having an adequate composition (Thylefors et al., 2005). 
 
Structural problems, for example people working across different organisations and referral of 
patients between team members has historically led to gaps in service provision or duplication 
of services (Boaden & Leaviss, 2000). Delva et al. (2008) identified that some organisational 
rules and regulations inhibited effective teamwork (Delva et al., 2008). This included the lack of 
communication of organisational updates and a lack of consistency in the application of 
policies. Sargeant et al. (2008) identified that a common understanding of healthcare in 
different sectors (primary, secondary or tertiary) and the ability to use a common language 
provide an important basis for building interprofessional teams across organisations and 
disciplines (Sargeant et al., 2008). 
 
At an organisational level, support for teams and team-based learning must be in place to 
ensure a team-based approach, for example, suitable and supportive organisational structures 
and rewards systems (Mickan & Rodger, 2000; West & Lyubovnikova, 2013). Teams rather than 
individuals should be acknowledged and recognised through a system that encourages team 




2.7. Initial Undergraduate Education and Training 
Traditional education of health and social care staff where students are taught within their own 
discipline does not develop teamwork (Boaden & Leaviss, 2000), and it is assumed that health 
professionals intuitively know how to work together effectively (Sargeant et al., 2008). Sargeant 
et al. (2008) describes teamwork as a “sophisticated social activity requiring cognitive 
(knowledge), technical (skills) and affective (attitudes) competencies” (Sargeant et al., 2008). 
Future undergraduate education needs to consider the range of teams and context that future 
healthcare professionals will work in and prepare them with the necessary skills and 
competencies to become effective team members. Published literature identifies key 
characteristics that impact on interprofessional teamwork and potential characteristics that 
could be explored and developed in undergraduate pharmacy students to prepare them for the 
challenges of teamwork (Bainbridge et al., 2010; Delva et al., 2008; Grumbach & Bodenheimer, 
2004; Jackson & Bluteau, 2011; Nancarrow et al., 2013; Vyt, 2008; Youngwerth & Twaddle, 
2011). Teamwork does not necessarily occur because professionals are working alongside each 
other, key characteristics (Section2.6) need to be learnt (Jackson & Bluteau, 2011). 
 
Traditional curricula do not always prepare health workers to work in interprofessional teams. 
The WHO has noted that in order to better integrate care, strengthen quality and improve 
patient safety, IPE is necessary and it is recommended that healthcare education, including 
dentistry, medicine, midwifery, nursing and pharmacy, should include a number of topics 
related to safety including “being an effective team player” to prepare students for safe 
practice (World Health Organization, 2010, 2011). IPE is defined as occurring “when two or 
more professions learn with, from and about each other to improve collaboration and the 
quality of care” (Centre for Advanced Interprofesional Education, 2012). Francis (2013) 
highlighted how vital it is that students are exposed to positive experiences of care delivered by 
interprofessional teams: “Good practical training should only be given where there is good 
clinical care. Absence of care to that standard will mean that training is deficient” (Francis, 
2013). Therefore, there is an inextricable link between the two that no organisation responsible 
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for the provision, supervision or regulation of education can properly ignore”(Kirkpatrick, 
1994). 
 
In order that the future workforce is suitably skilled and competent to work in teams, 
collaborative education needs to be incorporated into undergraduate and pre-registration 
training programmes and extend to continuous professional development (World Health 
Organization, 2018c). IPE is a mechanism through which team-based education can be 
delivered. Furthermore, the WHO recognise the value of patients and caregivers in the design 
and delivery of innovative educational approaches (World Health Organization, 2018c).  
 
2.7.1. Preparedness of pharmacy students for practice 
Effective healthcare education need to ensure that graduates are prepared and competent for 
the complexity of practice including working in interprofessional teams (Monrouxe et al., 2017), 
in addition to possessing the necessary scientific and clinical knowledge. Preparedness for 
interprofessional practice has been used in medical education to determine the effectiveness of 
programmes. However, preparedness for practice, is often self-reported and as such can be 
interpreted in different ways by individuals (Cave et al., 2009; Illing et al., 2013; Leedham-Green 
et al., 2019; Morrow et al., 2012) which can limit the reliability and generalisability of the 
findings. 
 
Aside from one study which evaluated the preparedness of graduates from one school of 
pharmacy after a curricula reform (Parmar et al., 2020), the researcher was unable to find any 
other published work on preparedness of pharmacy undergraduate students for practice since 
the most recent reform to the regulator’s standards for initial education of pharmacist (General 
Pharmaceutical Council, 2011). The study evaluated the influence of curricula reform in one UK 
school of pharmacy and found that overall preparedness increased graduate preparedness 
following curriculum reform (Parmar et al., 2020). This increase was attributed to course 
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alignment and application of learning through new opportunities, such as observing other 
pharmacists in the workplace and undertaking Objective Structured Clinical Examinations 
(OSCEs) in all four years of the programme (Parmar et al., 2020). A study (2009) exploring the 
preparedness of pharmacy undergraduate students for practice in the UK of fourth year 
pharmacy students from 14 schools of pharmacy utilising a questionnaire, found that students 
felt competent to performing pharmacist tasks including effective communication and to work 
as a member of a team (Willis et al., 2009). Analysis of demographic data also showed that 
females and minority groups felt better prepared to work in a team than males, with significant 
differences being seen between students of different schools of pharmacy (Willis et al., 2009). A 
participant’s ability to recognise their own limitations and problem-solving skills was shown to 
vary depending on the pharmacy school they attended (Willis et al., 2009). However, it is 
important to note that this study was conducted at a time when the Royal Pharmaceutical 
Society of Great Britain (RPSGB) regulated the profession, and before publication of the newest 
standards for accreditation of pharmacy schools (General Pharmaceutical Council, 2011) and 
the study measured preparedness against RPSGB standards for course accreditation, which 
differ significantly to the criteria used today (Willis et al., 2009). 
 
Focus groups, semi-structured interviews and questionnaires have been used in other countries 
to explore pharmacy students’ preparedness for practice. Stakeholders identified deficiencies in 
teamwork and leadership in a small study of pharmacy graduates from a Caribbean School of 
Pharmacy (Sealy et al., 2013). A study (2010) exploring the perceptions of recently graduate 
pharmacy students, newly registered pharmacists and preceptors (pharmacists involved in the 
training and supervision of newly registered pharmacists), on preparedness in New Zealand, 
found that graduates and newly registered pharmacists perceived themselves less prepared to 
be effective team members and effectively communicate with a range of stakeholders than 
their preceptors (Kairuz et al., 2010). This reinforces the need to engage with a number of key 
stakeholders as opposed to one group when evaluating preparedness for practice. It is also 
important to note that more than half of the pharmacy graduates did not speak English as their 
first language which could limit the generalisability of the findings and influence their self-
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reported perceptions. The need to further develop communication skills and interpersonal 
relationships as part of undergraduate curricula were highlighted as areas that would impact on 
preparedness for future practice in a study involving pharmacists in Saudi Arabia (Ameer et al., 
2018). However, mixed sex environments are challenging in Saudi Arabia and this may impact 
on the findings of this study. 
 
Studies from a pharmacy perspective exploring potential differences between schools of 
pharmacy in terms of preparedness, may be an appropriate approach in order to establish 
curricula differences and the impact of these on teamwork skills; however, this would require 
large scale participation from graduates from a range of universities. 
 
2.7.2. Preparedness of other health and social care students for practice  
The initial training other healthcare students is different to that of pharmacist. The training of 
medical and nursing students involves a greater portion of time in practice-based learning 
(General Medical Council, 2015; Nurse and Midwifery Council, 2010). The General Medical 
Council, that regulates medical programmes, requires students to be given “sufficient practical 
experiences to achieve the learning outcomes required for graduates” (General Medical 
Council, 2015). Experience in the clinical setting must grow with complexity in line with the 
curriculum and an opportunity must be provided to work with other healthcare professionals 
(General Medical Council, 2015) and therefore exposure to teamwork. Similarly, in nursing 
education “adequate clinical experience” must be provided, students must gain exposure under 
the supervision of qualified nursing staff and also obtain experience of working with members 
of other professions in the healthcare sector (Nurse and Midwifery Council, 2010). 
 
Medical student preparedness for working in teams has been explored through qualitative 
research including questionnaires (Goldacre et al., 2010; Jones et al., 2002; Matheson & 
Matheson, 2009; Morrow et al., 2012; Tallentire et al., 2011), interviews and focus groups (Illing 
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et al., 2013; O’Neill et al., 2003; Watmough et al., 2006, 2009) and reflective essays (Leedham-
Green et al., 2019). Researchers have engaged with different stakeholder groups to explore 
graduate preparedness including medical school graduates themselves (Goldacre et al., 2010; 
Jones et al., 2002; Leedham-Green et al., 2019; O’Neill et al., 2003; Tallentire et al., 2011; 
Watmough et al., 2006), educational supervisors of undergraduates (Watmough et al., 2006), 
supervising ward doctors (Matheson & Matheson, 2009) and others involved in the supervision 
of medical graduates in the workplace including nurses and pharmacists (Morrow et al., 2012). 
Different areas of strengths and weaknesses in preparedness have been highlighted such as 
communication skills and teamwork (Geoghegan et al., 2017; Goldacre et al., 2010; A. Jones et 
al., 2002; Matheson & Matheson, 2009; Monrouxe et al., 2017; Watmough et al., 2006). This 
approach may be suitable for assessing the preparedness of pharmacy undergraduate students 
in order to establish how they perform in a team-based environment however there are limited 
individuals involved in training of pharmacy undergraduate students especially in some sectors 
thus limiting the range of stakeholders whose perceptions could be explored. In addition, other 
colleagues may not be as informed about the structure of the MPharm programme and lack of 
placement opportunities.  
 
The preparedness of other healthcare professionals such as nurses and dentists have also been 
explored through qualitative interviewing and questionnaires (Ali et al., 2017; Hörberg et al., 
2019; Mohan & Ravindran, 2018). Studies have found that there are areas for improvement in 
nursing education as students do not always feel prepared for practice and working in a team 
(Hörberg et al., 2019). Preparedness studies in dental education have highlighted the need for 
improvements in communication skills and studies (Ali et al., 2017; Mohan & Ravindran, 2018) 
and other issues such as gender differences (with females being perceived to feel less prepared 






2.7.3. Pharmacy Education  
The GPhC sets the standards for training and education that UK schools of pharmacy must 
comply with when recruiting students, ensuring they meet the appropriate academic standards, 
English language and numeracy requirements, disclosure and barring service and health checks. 
Students must also comply with the standards for pharmacy professionals that describe the 
knowledge, attitudes and behaviours expected of students during their studies.  
 
Standard 10 of the GPhC’s education standards identifies the outcomes for the initial education 
and training of pharmacists (General Pharmaceutical Council, 2011). The standards have been 
built around Miller’s triangle as a pedagogical model (Miller, 1990) as depicted in Figure 2-1, 
and in order to achieve the higher outcomes, the importance of Bruner’s spiral curriculum is 
recognised (Bruner, 1960). The standards list the tasks and degree to which pharmacy students 
are expected to perform them and the course-level outcomes (provided by the GPhC) are 
articulated in terms of Miller’s levels of “knows”, “knows how”, “shows how”, and “does”. This 
is broadly based on the work of Bloom (summarised in Figure 2-2) – a framework which is 
commonly used by educators when developing learning objectives (Austin, 2016). 
 
Knowledge forms the base of Bloom’s pyramid, a taxonomy frequently used by educators when 
developing learning objectives, as it is central to everything that learning is built upon. As 
described by Austin (2016), failure to build upon the foundations of the pyramid (knowledge) 
leads to “incomplete acquisition of knowledge and skills over time, which may result in 
performance problems, such as an inability to apply learning in new or different contexts or 
situations” (Austin, 2016). Therefore, the importance of knowledge acquisition, including 











Teaching and learning activities need to support students in demonstrating achievement at the 
appropriate level. However, there is no specific guidance on which learning activities e.g. 
lectures and workshops should be included in MPharm programme, however, it is stated that 
teaching and learning methods should include learning on experiences with interprofessional 
practices, clinical education, scientific education and research methods. Programmes across 
schools of pharmacy vary in terms of module structure, content studied, mechanisms of 
learning delivery and assessments but all programmes must meet the outcomes defined in the 













Schools of Pharmacy are also required to design their programmes in line with a spiral 
curriculum, building complexity throughout their programmes year-on-year in. Harden and 
Stamper (1999) define a spiral curriculum as “one in which there is an iterative revisiting of 
topics, subjects or themes throughout the course”. As depicted in Figure 2-3, a curriculum 
involves iterative revisiting of subjects or themes (Bruner, 1960) where new objectives are 
presented with each visit (Harden & Stamper, 1999). From the bottom of the ‘spiral’ where 
topics are introduced, material is revisited with the aim of increasing proficiency or expertise to 












Figure -2–3: A spiral curriculum (General Pharmaceutical Council, 2011) 
 
 
MPharm programmes must include “practical experience of working with patients, carers and 
other healthcare professionals”, for example, through simulations, placements and the 
inclusion of patients, carers and other healthcare professional in-class based teaching and 
learning (General Pharmaceutical Council, 2011). However, the lack of prescriptive guidance is 
challenging for educators with a lack of clarity as to the type and quantity that is expected by 
the GPhC. Interviews undertaken with staff from nine schools of pharmacy identified no 
standard approach for delivering IPE although students did value IPE opportunities notably 
those involving other healthcare professionals. This mirrors the findings of Jones et al.(2012), 
who also found that the delivery of IPE was not homogenous across pharmacy education 
programmes across the United States (Jones et al., 2012). However, the challenges of 
integrating IPE within curricula and assessment of IPE competencies were highlighted (Patel et 
al., 2016). The importance of having IPE embedded in the initial education of pharmacists is not 
just restricted to the UK but has also been included in pharmacy curricula in other countries 
such as Australia (Australian Pharmacy Council, 2020) and New Zealand, Canada (The Canadian 
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Council for Accreditation of Pharmacy Programs, 2018), the United States (Accreditation 
Council for Pharmacy Education, 2016) and Germany (Altin et al., 2014). These curricula are 
similar in their requirement to provide opportunities to enable graduate to be able to work 
within interprofessional teams. 
 
2.7.4. Pre-registration training 
UK pharmacy students, who graduate from a four year MPharm programme, must complete 
pre-registration training and be successful in the GPhC registration examination before 
registering as a pharmacist. The pre-registration training involves students working under the 
supervision of a pre-registration tutor for a period of 52 weeks. Students are assessed against 
76 pre-registration performance outcomes by their tutor four times during the period of 
training. Following sign off by their tutor that they have successfully met the required 
performance outcomes, they are then able to undertake registration examination. The 
performance outcomes are based on personal effectiveness, interpersonal skills and knowledge 
of medicines and health. Following successful completion of the pre-registration training period 
and assessment, students are eligible to apply to register as a pharmacist. 
 
The majority of pre-registration training is undertaken in the community or hospital pharmacy 
settings. However, in recent years there have been a number of opportunities across the UK for 
multi-sector pre-registration training whereby trainees spend their time in structured 
placements split between, for example, hospital, community and primary care environments 







2.7.5. The MPharm student participant 
This research involves participants who were studying at the NWHEI so information relating to 
this individual School of Pharmacy is overviewed here. 
 
Participants involved in the research studied a previous accredited programme. The 
programme was a four year module-based course comprising 480 credits. Course content was 
mainly delivered through a variety of teaching and learning mechanisms including lectures, 
workshops and laboratory classes. Students undertook a community and hospital placement in 
the third-year and a hospital placement in the fourth-year and there were elements of group 
work throughout the programme.  
 
Interprofessional learning experiences were undertaken by students in the first-, second- and 
fourth-year. In the first year of study, students undertook workshops with first year 
undergraduate nursing students before progressing to workshops with nurse, medics and other 
AHPs in the second year. In the fourth-year, fourth year students participated in simulated 
learning with third year nursing and fifth year medical students. Third and fourth year students 
participated in simulation sessions, held off site at a local simulation centre. 
 
2.7.6. Chapter Summary 
As highlighted in this chapter the pharmacy profession is facing significant challenges, as the 
role of the pharmacist in the UK continues to evolve. Limited studies have been conducted into 
current graduate preparedness for their roles, especially in the UK. A number of key 
characteristics can be found within the literature that can facilitate effective interprofessional 
teams. The transferability of key characteristics that facilitate effective teams across different 




In order to ensure graduates are adequately prepared for the workplace environment, it is 
important to understand effective teamwork, how pharmacy students are currently prepared 
for their role and how educators can facilitate their preparedness for working in 
interprofessional teams. This study was designed and conducted in response to the lack of 
research in a pharmacy context. 
 
This chapter has reviewed the current literature relating to characteristics that facilitate 
teamwork and pharmacy education in the UK. Chapter 3 describes in detail the programme of 
work. Chapters 4-6 outline and discuss the findings of the phases 1-3 of the study. Chapter 7 
brings together the findings from all phases by triangulation (phase 4), discusses the 
implications of these findings and makes recommendations for pharmacy education curricula. 




Chapter 3. Programme of work 
Chapter 2 provided a review of the current literature relating to characteristics that facilitate 
teamwork and pharmacy education in the UK. This chapter addresses the methodology 
adopted and will discuss the aims and objectives of the programme of work, how they were 
achieved using a multiphase approach, Recruitment and sampling approaches, ethical and 
safety issues are then considered. This is followed by an overview of the four phases, their aims 
and objectives, and a description and rationale for each method used in each phase. The 
chapter concludes by considering reflexivity within the programme of work. 
 
3.1. Methodology 
Quantitative or qualitative methodology can be utilised to undertake research. Quantitative 
research is used to measure the research problem. It describes, infers, and resolves problems 
using numbers. The collection of numerical data, the summary of those data, and the drawing 
of inferences from the data are used to measure the research problem. Qualitative research is 
generally exploratory and is based on words, feelings, emotions, sounds and other non-
numerical and unquantifiable elements collected via in-depth discussions with participants. This 
subjective approach is not usually about facts, as described in quantitative methodology, but is 
about understanding peoples’ experiences about a particular phenomenon. The methodology 
chosen will depend upon the research problem and the type of data that would be most 
appropriate to enable the researcher to generalise the findings across a wider population.  
 
For the current programme of work, a qualitative approach has been adopted. The rationale, 
strengths and weakness, and appropriateness for selecting a qualitative over a quantitative 
methodology are summarised in the following paragraphs. 
 
The use of qualitative methodology in the social sciences has developed owing to the richness 
of data that it is possible to generate through the spoken word, focusing on depth rather than 
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breadth of data (Miles et al., 2014; Rubin & Rubin, 2012); their use can also be seen in research 
in health services, nursing and pharmacy (Austin & Sutton, 2018), and specifically in research 
relating to healthcare teams. Several studies in healthcare have used a single methodology to 
investigate teamwork. For example, focus groups alone have been used to explore how 
technology influences interprofessional communications (Bardach et al., 2017), while semi-
structured interviews alone have been used to investigate nurses’ views on factors influencing 
teamwork within Canadian primary care (Al Sayah et al., 2014).  
 
A systematic literature review published in 2019 investigated the characteristics of good 
teamwork from the interprofessional teams’ perspective (Wranik et al., 2019). Of the 77 studies 
identified, 38 were quantitative, 31 were qualitative and eight used a mixed methods approach. 
Another literature review aimed to gain insight into factors that impact on interprofessional 
team working (Xyrichis & Lowton, 2008). Of the 10 studies identified, three utilised a focus 
group approach and three involved semi-structured interviews; the remaining four studies 
adopted a quantitative approach. A qualitative approach was used to allow a thorough 
exploration of patients’, informal caregivers’ and students’ views on characteristics that they 
considered key in the delivery of care from interprofessional teams (Robson, 2011). 
 
The current research required a deeper level of understanding of patients’, caregivers’, 
students’ and educators’ opinions, which may not be adequately gathered through quantitative 
methodology as the participants “voice” is missing (Austin & Sutton, 2018). The purpose was 
not to quantify participants’ feelings, but to probe deeply into their perceptions about 
teamwork and pharmacy undergraduate students’ preparedness for team-based pharmacy 
practice. This may not have been achieved if participants were presented with pre-set fields to 
agree or disagree with, as their true beliefs may not have been covered by such categories. 
Whilst their views may have been gathered by using open-ended questions in survey 
instruments, there would have been no opportunity to probe and give participants the 
opportunity to expand, clarify and explain if needed. Qualitative methods allowed the 
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researcher to confirm what had been learnt during data collection, so the results accurately 
represent the participants' perspective. Data were collected with a relatively limited number of 
individuals and so it is acknowledged that it is not possible to generalise the findings to a larger 
population, however the findings may be transferrable to other settings, such as other schools 
of pharmacy. 
 
A research paradigm is defined as a “philosophical framework or set of beliefs that guides 
action on research” (Guba, 1990). Paradigms provide a basis for understanding the nature of 
reality and they guide how researchers approach research thereby impacting the research 
design. A variety of research paradigms are discussed in the literature, each with differing 
viewpoints. 
 
The primary philosophy on which quantitative research is based is positivism, which assumes 
that phenomena are measurable and relies heavily on the concepts of validity and reliability 
(Austin & Sutton, 2018). Quantitative methods include surveys, experiments and randomised 
controlled trials. However, not all aspects of pharmacy practice are measurable, especially the 
opinions of people as in this study. Qualitative research has its roots in the constructionist 
approach to research. This subjective approach is about understanding peoples’ experiences in 
relation to a particular phenomenon (Austin & Sutton, 2018). As the profession of pharmacy 
evolves and moves towards a more patient-focused profession, the need for constructivist skills 
is increasing in order to explore peoples’ views, influenced by their own experiences.  
 
This research was conducted through the constructivist paradigm, which assumes that mental 
constructions are made by an individual based on their life experience (Austin & Sutton, 2018). 
An individual’s construction will alter over time in line with their life experiences. Each group 
interviewed as part of this study had their own construction of reality influenced by their 
personal experiences. Each were given equal weighting. No single person’s view was treated as 
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more or less true than another’s. In addition, the constructivist paradigm also acknowledges 
the link between participant and researcher. Rather than trying to minimise the effect of the 
researcher (as may be desired in a positivist paradigm), it acknowledges that research is value 
mediated and knowledge is literally co-constructed between the two. 
 
Grounded theory methodology was utilised for the analysis of data collected within the thesis. 
Developed in 1967 by Glaser and Strauss, grounded theory is a rigorous methodology that 
supports the generation of theory through the analysis of data collected during the research 
process and not chosen prior to beginning the research (Glaser & Strauss, 1967). In contrast to 
other traditional qualitative approaches whereby data are collected before commencing the 
analysis, grounded theory is an iterative process. The data collection and analysis proceed 
simultaneously, using the emerging theoretical themes to shape the data collection while doing 
the research. A grounded theory approach requires the researcher to undertake constant-
comparative analysis of the data. Grounded theory relies heavily on the constant comparative 
method of analysis in which new data is continuously analysed from the perspective of 
analysed data to continuously reconfirm data codings and emerging themes as additional data 
becomes available. A grounded theory approach allows a greater understanding of areas and 
topics and facilitates explanatory links between categories, rather than identifying and 
quantifying the categories as in content analysis (Austin & Sutton, 2018). A grounded theory 
approach focusses on privileging the voice of the research participants and raises the 
researchers’ awareness of their own personal biases and preconceptions. 
 
Since Glaser and Strauss (1967) first wrote about their discovery of grounded theory, 
alternative versions have emerged. In the grounded theory literature, terms traditional, classic 
or Glaserian describe the approach as Glaser and Strauss, and later Glaser, advocate (Glaser & 
Strauss, 1967). In addition, two main alternative versions of grounded theory have also 
developed and been widely adopted; Straussian (Strauss & Corbin, 1990) and Constructivist 
(Charmaz, 2000; 2006; 2014). Recognisable elements of classic grounded theory exist in all 
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versions, though versions differ in respect of philosophy and method, including the approaches 
to coding (Kenny and Fourie, 2015; Timonen, Foley and Conlon, 2018).  
 
While the research methods adopted are anchored in tenets of a constructivist approach, what 
is reported in this thesis also reflects the influence of other grounded theory research 
perspectives. The constructivist version of grounded theory recognises that as the researcher is 
an experienced pharmacist and academic it is unrealistic to eliminate subjectivity. A contextual 
but not exhaustive literature review conducted ahead of data collection which aligns with a 
Straussian position and with Charmaz’s (2014, 2016) notion of sensitising concepts; tentative 
ideas which the researcher may question or pursue in relation to the topic. A classic grounded 
theory coding approach was adopted to generate theory which fits more closely with a 
discovery (Glaser and Strauss, 1967). The researcher engages first in substantive coding, which 
includes open and later selective coding, before progressing to theoretical coding (Robson, 
2011). This hybrid approach to grounded theory is presented with methodological awareness of 
research philosophy and the implications for the methods employed. The grounded theory 
approach finally adopted is consistent with the selection of a variant of grounded theory which 
has best fit with the ontological and epistemological assumptions of the research, as described 
by Timonen, Foley and Conlon (2018). Kenny and Fourie (2015) also suggest that “the 
researcher doesn’t necessarily have to adopt a pure form of one tradition, and indeed, within 
the parameters of consistency, there is freedom to blur the boundaries between Classic, 
Straussian, or Constructivist Grounded Theory”. 
 
A framework approach was not adopted to ensure the researcher was open minded and not 
constrained within the analysis process. Analysis of patient experiences was informed by 
narrative analysis, and not the interview schedule, taking into account the limitations of such an 
approach, including the possibility that the participants narrative may represent only part of the 
story, and as the narrative can change as it is told to different people and in different situations 
thus impacting on the reliability of the data (Purcell & Baker, 2017). The researcher being aware 
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of their own culture and social background, personal and professional assumptions, minimises 
bias and power relationships, especially with student participants in Phase 2: Evaluating 
teamwork characteristics from the pharmacy students’ perspective (Charmaz, 2014). 
Discourse and conversational analysis were excluded since the analysis focuses on the language 
used and social interaction and thus does not link to the research aims and objectives (Robson, 
2011). 
 
3.2. Aim and objectives of programme of work 
As mentioned earlier in Chapter 1, the aim of the programme of work is to explore how 
teamwork characteristics can be developed in undergraduate pharmacy students to facilitate 
and maximise post-registration interprofessional practice and promote effective patient care. 
The objectives of the programme of work were to: 
1. Explore and define the characteristics of an effective interprofessional team 
2. Explore the perceptions of educators on key pharmacy characteristics in an 
interprofessional team 
3. Identify characteristics of interprofessional teamwork that could be developed within 
undergraduate students 
4. Make recommendations on pharmacy education curriculum standards to facilitate the 
development of teamwork characteristics 
 
3.3. Overview of programme of work 
A multiphase approach utilising qualitative methodology was adopted to explore teamwork 
characteristics within interprofessional teams and consider the development of pharmacy 
education curriculum to support students’ preparedness for practice. The multiphase approach 
was undertaken to ensure the project captured characteristics that patients and students 
perceived important, to consider pharmacy students’ awareness of characteristics and 
educators’ perspectives on characteristics, and to make recommendations for potential 
55 
 
changes to the education and training standard for pharmacists (General Pharmaceutical 
Council, 2011) and the enhancement of the pharmacy curriculum. The multiphase approach 
enabled multiple perspectives to be taken into consideration. Implementation of recommended 
changes to pharmacy curriculum is beyond the scope of this programme of work. The 
programme of work comprised four phases and the overview in Figure 3-1 illustrates how the 
phases link together. The phases were carried out sequentially and findings from earlier phases 
informed the design of later phases.  
 
Phase 1: Evaluating teamwork characteristics from the patients' and caregivers' perspective, 
aimed to ascertain characteristics of an effective interprofessional team by eliciting the views of 
patients and informal caregivers on characteristics that they considered key in the delivery of 
care by interprofessional teams, utilising focus groups. The rationale for the method adopted 
and a description of the method in phase 1: Evaluating teamwork characteristics from the 
patients' and caregivers' perspective, are described below in Section 3.7, and the findings are 
presented in Chapter 4. 
 
Phase 2: Evaluating teamwork characteristics from the pharmacy students’ perspective, 
aimed to explore students’ views and opinions regarding teamwork characteristics and their 
preparedness for future practice in interprofessional teams explored students’, utilising focus 
groups. The rationale for the method adopted and description of the methods adopted in 
phase 2: Evaluating teamwork characteristics from the pharmacy students’ perspective, are 
described in Section 3.8, and the findings are presented in Chapter 5. 
 
Phase 3: Exploring teamwork characteristics and curriculum design from the educators’ 
perspective, aimed to gain an insight, from an educator’s perspective, on the development of 
key teamwork characteristics in undergraduate pharmacy education, using interviews 
(telephone and face-to face). The rationale for the method adopted and a description of the 
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methods in phase 3: Exploring teamwork characteristics and curriculum design from the 
educators’ perspective, are described in Section 3.9, and the findings are presented in 
Chapter 6. 
 
Phase 4: Recommendations for pharmacy curriculum design, triangulated the findings of phase 
1: Evaluating teamwork characteristics from the patients' and caregivers' perspective, phase 
2: Evaluating teamwork characteristics from the pharmacy students’ perspective, and phase 
3: Exploring teamwork characteristics and curriculum design from the educators’ perspective, 
along with the findings from the literature review was to obtain a rich, robust and 
comprehensive account of key teamwork characteristics and were used to inform 
recommendations for curriculum development for pharmacy students. The rationale and a 
description of the methods adopted in phase 4: Recommendations for pharmacy curriculum 
design, are described in Section 3.10, and the triangulation and discussion of the findings are 
presented in Chapter 7. 
 
This programme of work comprises qualitative interviews and focus groups. Both methods have 
strengths and weaknesses will be discussed. By using more than one method within one study 
the weaknesses of the individual methods are diluted and the robustness of the research is 
strengthened. Another example of robustness within the programme of work is the inclusion of 
different participant perspectives on the same research area. Patients were invited to give their 
perspectives on team characteristics and their experiences in phase 1: Evaluating teamwork 
characteristics from the patients' and caregivers' perspective. Student perspectives on team 
characteristics were considered in phase 2: Evaluating teamwork characteristics from the 
pharmacy students’ perspective, alongside current opportunities available to develop the 
identified characteristics. Finally, the perspectives of educators were considered in phase 3: 


























3.4. Recruitment and sampling 
Phase 2: Evaluating teamwork 
characteristics from the 
pharmacy students’ 
perspective, using focus 
groups 
The aim of this phase was to 
explore student understanding 
of teamwork characteristics 
and their preparedness for 
future practice in 
interprofessional teams.  
Phase 1: Evaluating teamwork 
characteristics from the 
patients' and caregivers' 
perspective, using focus 
groups 
The aim of this phase was to 
ascertain characteristics of an 
effective interprofessional 
team by eliciting the views of 
patients and informal 
caregivers on characteristics 
that they considered key in 
the delivery of health and 
social care. 
Phase 3: Exploring teamwork 
characteristics and curriculum 
design from the educators’ 
perspective, using semi-
structured interviews  
The aim of this phase was to 
gain an insight, from an 
educator’s perspective, on the 






Phase 4: Recommendations for pharmacy curriculum design 
The aim of this phase was to make recommendations on pharmacy education curricula to facilitate the preparedness of 





Non-probability sampling methods were used during recruitment including convenience and 
purposive sampling. However since these sampling methods are not random and as such 
cannot be assumed to be representative of the target population (Austin & Sutton, 2018) . 
Convenience sampling enabled the researcher to access participants with ease and limited 
disruption including associated research costs and geographical location of participants 
(Robson, 2011). The practical advantages of convenience sampling can impact negatively on the 
sampling error and cannot be assumed to be representative of the target population (Robson, 
2011). Furthermore, certain individuals in the population of interest may be excluded by this 
sampling method (Robson, 2011). Ensuring that the members of the sample are relevant to the 
aims of the study is key to the minimising the associated disadvantages. 
 
Purposive sampling produces a sample of participants that can be considered experts in the 
field, however it is important to note that another researcher is likely to come up with a 
different sample when identifying important characteristics and selecting typical elements to be 
in the sample (Robson, 2011). Purposive sampling provides more control over who is selected 
to be included in a sample than availability sampling and convenience sampling allows the 
researcher to identify participants who are likely to provide data that are detailed and relevant 
to the research aim. 
 
Another mechanism of recruitment employed across all phases was snowball sampling (Austin 
& Sutton, 2018). Participants were asked at the end of focus groups and interviews whether 
they could identify anyone else who may wish to participate in the study. Interviewees were 
asked either to provide the researcher with the individual’s contact e-mail address (with 
permission) or to ask the individual themselves to get in touch with the researcher if they were 
interested in participating. The technique has often been employed in situations where it was 
desirable to access “hard to reach” populations and individuals, for example patients or 
educators who may not come forward or may not be known to the researcher. 
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This programme of work was designed to explore the views of patients and caregivers, students 
and educators and their interrelatedness, in order to take account of the characteristics of 
effective teamwork from different perspectives, thereby allowing a more complete 
understanding of the phenomena to be obtained. The programme of work involved the 
researcher collecting data and analysing data from different methods. The data from the 
phases 1-3 were compared and contrasted in phase 4: Recommendations for pharmacy 
curriculum design. This is a valuable approach in providing more robust and valid outcomes and 
is known as data triangulation (Robson, 2011). Triangulation of the data in phase 4: 
Recommendations for pharmacy curriculum design, adds rigour to the research process 
(Austin & Sutton, 2018), since triangulation allows the same topic to be viewed through 
multiple lenses thereby providing different and complementary results that when considered 
together can come closest to approximating the reality of a situation and facilitates a deeper 
understanding of teamwork and associated characteristics from different peoples’ perspectives.  
 
3.5. Ethical considerations 
Research ethics are the moral principles by which areas of research and methodology are 
determined to be appropriate or inappropriate. Qualitative research provides unique and 
personal insights into individuals’ experiences and views and as such, a researcher needs to be 
mindful of the associated ethical considerations including anonymity, confidentiality, 
withdrawal options, data storage and destruction. The programme of work has been designed 
to ensure that the research was carried out ethically and ethics approval was gained for each 
phase of the research. 
 
Since this study involved human participants and was carried out by a PhD researcher of a 
NWHEI, ethical approval was needed for each of the three stages of the study from a North 
West University Research Ethics committee (REC). An application for phase 1: Evaluating 
teamwork characteristics from the patients' and caregivers' perspective, and phase 2: 
Evaluating teamwork characteristics from the pharmacy students’ perspective, of the 
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programme of work was submitted in one application and as the study progressed an 
application for phase 3: Exploring teamwork characteristics and curriculum design from the 
educators’ perspective, was submitted separately. Any suggestions made by the ethics 
committee were actioned and resubmissions were made before approvals were granted 
 
All phases were designed in a way to ensure the safety, dignity and rights of research 
participants. This included recruiting participants in a way that they could choose to participate 
or not. Informed consent is a voluntary agreement to participate in research and it is an ethical 
and legal requirement for research involving human participants. It is the process by which an 
individual is informed about all aspects of the research and the possible consequences, which 
are important for the participant to make a decision. After studying all aspects of the research, 
the participant voluntarily confirms his or her willingness to participate. Informed consent was 
obtained for all phases in the programme of work. 
 
Participant information leaflet (PILs) were provided to assist participants to make an informed 
choice. Each PIL provided detailed information about the background and purpose of the study, 
what participation involved, the benefits and risks of participating and their rights. Having 
reviewed the PIL, a participant could contact the researcher if they had any further questions. 
In order to confirm that inform consent had taken place, consent forms were provided to all 
participants throughout the phases. There were completed, signed and returned to the 
researcher prior to the research taking place. The individual methods used to provide 
information and obtain informed consent for each phase of the programme of work are 
detailed in the individual sections for each phase. See Sections 3.7.3.3, 3.8.3.3 and 3.9.3.2 
respectively. 
 
Participants were able to withdraw from the focus groups and interviews at any time and could 
choose not to answer the questions. However, since all data collected was anonymous, if 
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participants withdrew during a focus group, any information that they have given up to the 
point of withdrawal could not be deleted and was utilised in the analysis. Consent was obtained 
from all participants prior to commencement of the focus groups and interviews. No 
participants withdrew from the research. 
 
Confidentiality of the focus group discussions in phase 1: Evaluating teamwork characteristics 
from the patients' and caregivers' perspective, and phase 2: Evaluating teamwork 
characteristics from the pharmacy students’ perspective, could not be guaranteed for those 
participating in each focus group as other participants knew what had been said and by whom. 
However, focus group members were asked to respect the confidentiality of other members of 
the group. Confidentiality was guaranteed between each focus group. 
 
Whilst data was audio-recorded in each phase, all data was anonymised by the researcher 
when audio recorded interviews were transcribed to maintain participant anonymity. All data 
collected was treated confidentially by the researcher. Any information obtained in connection 
to each phase that can identify individuals was removed during transcribing to ensure 
participants’ anonymity. The data collected was digitised and securely stored in password 
protected electronic files as appropriate so that only the researcher and the supervisory team 
could gain access. Electronic data was stored on the researcher's personal computer in 
password protected files in a locked office. The computer was attached to a NWHEI server 
which provided a secure network and firewall. Paperwork including consent forms were kept in 
the same locked office in a locked drawer which was only accessible to the researcher. At the 
end of the project any personal information was securely destroyed. All raw data generated 





As member of staff at the NWHEI, it is acknowledged that the researcher was an insider 
researcher and was known to students, some staff and other educators. The term ‘Insider 
research’ is used to describe projects such as this where the investigator has a direct 
association with the research setting (Robson 2011). It is important that as an insider 
researcher there is an awareness of any potential power relationships. Student participants in 
phase 2: Evaluating teamwork characteristics from the pharmacy students’ perspective, was 
essential in order to explore students’ understanding of interprofessional teamwork and 
practice which could then inform curriculum proposals. This inevitably introduced some power 
imbalance since the researcher was also part of the programme team and this may have 
influenced their motivation to participate. Whilst the power imbalance could not be eliminated, 
it could be minimised. In order to minimise participant risk and vulnerability, a number of 
measures were put in place. All participation was voluntary, and no incentives were offered to 
induce student participation. 
 
3.6. Safety 
All focus groups were conducted in a safe environment, in a quiet and accessible room, within a 
North West School of Pharmacy building. Face-to-face interviews were undertaken in rooms 
within public building thereby providing a safe environment for both interviewee and 
interviewer. Telephone interviews allowed the interviewer and the interviewee to be in a safe 
environment. Neither the researcher nor the participants were put at risk physically or 
emotionally or put under any duress during data collection. 
 
If the researcher or the participants had found any topics discussed to be sensitive or 
distressing and required emotional support following the focus groups or interviews, for 
example in incidents of poor care, they would have been directed to their appropriate 




3.7. Phase 1: Evaluating teamwork characteristics from the patients' and 
caregivers' perspective 
The initial phase of the research was to explore team characteristics that patients and informal 
caregivers perceived to be important. This involved qualitative focus groups with patients 
and/or informal caregivers drawn from staff of a NWHEI. 
This phase of the research was approved by the North West University REC on 18/12/14, 
reference number 14/PBS/004. The approval letter can be seen in Appendix 2. 
 
3.7.1. Aim and objectives 
The aim of this phase was to ascertain characteristics of an effective interprofessional team by 
eliciting the views of patients and informal caregivers on characteristics that they considered 
key in the delivery of care by interprofessional teams.  
 
The objectives of this phase were to: 
 
1. To explore patients’ and informal caregivers’ experiences and views on teamwork  
2. To determine the key characteristics of an effective team from the perspective of 
patients’ and informal caregivers’ experiences 
3. To explore patients’ and informal caregivers’ views on key characteristics needed to 
ensure effective interprofessional teams 
4. To explore patients’ and informal caregivers’ perceptions of enabling the development 
of future interprofessional teams 
 
3.7.2. Research Rationale 
A group approach was considered the best method to explore teamwork from a patient, 
informal caregiver and student perspective rather than individual face-to-face interviews in 
order to promote discussion on the topic between participants (Austin & Sutton, 2018; Robson, 
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2011). The Delphi method was considered, however Delphi is used to generate consensus 
through a series of rounds rather than the experiences and in-depth information about 
interprofessional teams and team characteristics. Focus groups promote discussion between 
participants and provide in-depth information on a specific topic. 
 
Focus groups were the preferred method of data collection since they enabled more in-depth 
consideration of the topics. Focus groups allowed for the identification of different peoples’ 
view relating to a specific area of interest, without attempting to find a consensus. Since focus 
groups allow opinions, feelings and beliefs to surface, they are ideal for research topics that 
participants may have had little time to consider (Robson, 2011), as is the case for the 
participants in phase 1: Evaluating teamwork characteristics from the patients' and caregivers' 
perspective, of the research. Focus groups replicate familiar social activities such as 
conversations, discussions and debate which will facilitate participants to feel more 
comfortable. This is amplified with students in research as focus groups echo discussion groups 
that are a regular aspect of university-led teaching activities. Furthermore, they promote 
participants to consider the thoughts and comments of other participants which, in turn, 
facilitates discussion of the specific areas of interest. Ideas and opinions expressed in discussion 
may prompt others to talk about issues that they might have felt reluctant discuss in one-to-
one situations. Moreover, the different experiences of participants can stimulate and enrich the 
discussions which can inspire other group members to look at a topic in a different light (Austin 
& Sutton, 2018; Robson, 2011). Focus group research draws upon the feelings, perspectives, 
beliefs and experiences of participants. Whilst these may be partially independent of a group or 
social setting, they are more likely to be revealed via the social gathering and interaction 
involved in focus groups rather than observation, one-to-one interviews and question-based 
surveys. The researcher adopts an investigator role in one-to-one interviews, controlling the 
dynamic of the discussion through questioning. In contrast, the researcher takes a peripheral 




The size of the focus group is important as it can impact on the discussion. Group size is usually 
4-8 people (Kruger & Casey, 2014), allowing all participants to be part of the discussion and 
share their thoughts, whilst large enough to obtain diverse opinions on the topics. Smaller 
groups let participants share more ideas but can result in a reduced pool of ideas. Smaller sizes 
are therefore more suitable where all respondents fully participate. 
 
The role of the researcher as a facilitator is key to ensure that the focus group is successful, 
without leading the group and influencing the data collected (Robson, 2011). Effective 
facilitation of focus groups can be challenging and the researcher was aware of potential 
scenarios that could arise during the focus group discussions. This includes being cognisant of 
the interpersonal dynamics and the factors that can positively and negatively impact the 
outcome of the discussions. Having researched known limitations of focus group methodology, 
the researcher was able to pre-empt possible situations and facilitate the group to ensure all 
participants had the opportunity to contribute to the discussions. Focus groups rely heavily on 
discussion to produce results hence facilitation of the discussion is critical and the quality of the 
discussion depends on the skill of the facilitator. The researcher has previous experience of 
facilitating focus groups discussions, note-taking for, and observing, other researchers 
conducting qualitative research including focus groups. The researcher was also able to draw on 
their experience of facilitation of small group teaching during focus group discussions. Such 
experiences have allowed for the development of the skills required for effective facilitation.  
 
Since the researcher is heavily involved in the process of data collection and analysis, the 
interpretation of the findings is often influenced by their view. However, the risk of bias was 
outweighed by gaining a more detail insight into participants’ views. This would not have been 
achieved through a quantitative approach. The presence of a group of people means that the 
data is less open to the researcher’s influence (Wilkinson, 1999). As a result, focus groups can 
be particularly useful in research such as this where the power differences between the 
participants and researchers may skew the data (Morgan & Krueger, 1993). Whatever the 
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provenance of the group, key individuals can influence the nature of interaction through 
catalysing or derailing discussions (Austin & Sutton, 2018). The researcher takes on the role of a 
facilitator of discussion between all group members utilising an interview schedule, prompt 
materials and techniques to involve all group members (Austin & Sutton, 2018). A number of ‘in 
control’ mechanisms for handling the input of self-elected experts, dominant talkers, ramblers 
and shy participants including the use of targeted questions and even careful challenge can be 
adopted to manage group discussion (Austin & Sutton, 2018). These are techniques that might 
be used in undergraduate and postgraduate teaching sessions. The background of the 
researcher as an educator supports facilitation of focus groups. 
3.7.3. Research Method 
This section details the research method adopted. It describes the participants, inclusion and 
exclusion criteria and the recruitment of participants.  
 
 Participants 3.7.3.1.
Participants for the study were drawn from staff of a NWHEI. Participants who had accessed an 
NHS service within the preceding six months for the treatment and management of a chronic 
condition(s), or were informal caregivers for a person who had accessed an NHS service within 
the preceding six months for the treatment and management of chronic conditions, were 
considered appropriate to participate in the research study. Chronic conditions frequently 
expose patients to several health and social care professionals over a number of points of 
contact. This is in contrast to patients with an acute condition which may only result in one 







 Inclusion and exclusion criteria 3.7.3.2.
The inclusion criteria for the phase were staff employed by a NWHEI and who have accessed an 
NHS service as a patient, or caregiver for a patient, for a long-term medical condition in the 
previous six months.  
 
The exclusion criteria for this phase were staff that had not accessed an NHS service as a 
patient, or caregiver for a patient, for a long-term medical condition in the previous six months. 
Staff that had subject expertise in relation to health and social care, for example, academics 
undertaking teaching and research in pharmacy, nursing and social care, were also excluded 
from participating in the study. 
 
 Recruitment of participants 3.7.3.3.
A convenience sampling approach was undertaken to include a broad and diverse range of 
participants from staff within a NWHEI, who indicate a willingness to participant and who were 
not involved in teaching and/or research within the MPharm undergraduate programme or any 
other health or social care based programme.  
 
Potential participants were initially invited via email to participate in the study. This initial email 
(Appendix 3) briefly outlined the study and further details were provided by attaching the PIL 
(Appendix 4) and a copy of the informed consent form (Appendix 5). Sufficient time was given 
for participants to read through the information and contact the researcher if they had any 
questions prior to agreeing to participate. Those who responded to the initial email and were 
willing to undertake the focus groups were asked to sign and return the consent form either 




A follow-up email (Appendix 6) was sent at least five days after the initial email to identify 
interested participants. This was considered sufficient time for participants to review the study 
documents and make an informed decision. The researcher contacted interested participants 
by email to arrange focus groups at a mutually convenient time. 
 
3.7.4. Data collection 
This section details the method for data collection used in phase 1 and covers the interview 
schedule, the procedure for data collection and ethical considerations. 
 
 The interview schedule 3.7.4.1.
An interview schedule (see Appendix 7), containing the list of questions and prompts, was 
developed by the researcher taking into account the aim and objectives of the subject and the 
published literature. Questions and prompts were developed to ensure that they were not 
leading or biased. The interview schedule was reviewed by the supervisory team to check the 
appropriateness of the questions. The interview schedule was broadly followed but did not 
constrain the process. This type of approach makes allowances for alternative wording of questions 
and the use of probes. Prompts were used to probe participants for further information relating 
to teamwork characteristics and their experiences of interprofessional teams to facilitate 
comprehension, depth of meaning and complete responses. Participants were given the 
opportunity to add anything else they considered relevant at the end of each focus group to 
avoid any issues that participants considered important being missed. 
 
 Procedure 3.7.4.2.
Focus groups were organised at a mutually convenient time and were conducted in a quiet 
room within a NWHEI to minimise distractions whilst the focus group took place. Each focus 
group began with a verbatim introductory script, ensuring that all participants were given the 
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same information about the study before the commencement of the focus group. This included 
details on recording the session, withdrawing from the focus groups discussion and the issues 
around confidentiality. As part of the introduction, the researcher ensured a signed consent 
form had been completed and returned from each participant. If the researcher had not 
received this from the participant, the participant could complete the form prior to the 
commencement of the focus group. 
 
The interview schedule served as a guide during focus group discussions. All questions were 
asked at some point during each focus group; however, the wording of the questions was 
modified based on the flow of the discussions. This allowed discussions to develop amongst 
participants which helped gain a more rounded and richer dataset. Participants were prompted 
to express their experiences and opinions throughout the discussions. No topics were discussed 
that any of the participants found distressing. Trustworthiness of the data collected was aided 
by building rapport, trust and openness within focus groups which allowed participants to 
freely express their views. 
 
Focus group discussions were recorded using an audio-recording device, which was tested by 
the researcher, prior to each focus group. A scribe was present at two focus groups and the 
researcher hand wrote key points and reminders on a printed version of the interview schedule 
during focus groups to aid data analysis and allow the researcher to recap on certain points 
during the focus group discussions.  
 
The first focus group was used as a pilot to verify the recruitment procedure, obtaining consent, 
assess content validity of the schedule and methodology and allow the researcher to develop 
skills as a qualitative researcher. The pilot demonstrated that the questions were unambiguous, 
generated appropriate opinions and thought to meet the study objectives. As a result, the 
findings from the first focus group were included in data analysis. 
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3.7.5. Transcription and Analysis 
Having described patient recruitment and data collection this section goes on to describe the 
data transcription and analysis used for phase 1: Evaluating teamwork characteristics from the 
patients' and caregivers' perspective. Focus groups were undertaken until similar themes 
emerged from the analysis of the transcripts and the researcher realised that data saturation 
had been achieved. This was confirmed in discussions with the supervisory team. Data 
saturation is considered to have been achieved when no new insights emerge from data 
collection (Robson, 2011). Data saturation helps determine the adequacy of the sample size in 
qualitative research, since it reflects whether sufficient depth and breadth of data has been 
collected. 
 
 Focus group transcription 3.7.5.1.
The recorded focus group discussions were transcribed, by the researcher, in Microsoft Word 
after each interview in order to reduce the risk of transcription errors and memory recall. Any 
participant identifiable data was removed at during transcription. Long pauses and other non-
verbal communication, such as laughter, were included in the transcriptions (in brackets ) to 
ensure the context of the discussion were reflected in the transcripts (Austin & Sutton, 2018). 
Any field notes taken during the focus groups were added to the transcriptions as comments to 
avoid confusion with the interview data itself and increase robustness of the data. To increase 
robustness of this process, the transcripts were thoroughly checked against the audio-
recordings to ensure accuracy of the transcription. This was undertaken by randomly checking 
transcripts against the audio recordings. Peer review of the transcripts was undertaken by an 
experienced qualitative researcher to increase robustness and trustworthiness of the data for 
analysis (Austin & Sutton, 2018). Respondent validation of the transcriptions was not a viable 
option, due to its time consuming nature, the possibility that views and opinions may evolve 
and change over time, possibly as a result of participating in the research and the risk of 
introducing social desirability bias so that they do not come across in a negative way (Robson, 
2011; Austin & Sutton, 2018). In addition, each participant would need to be provided with a 
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written transcript of all of the data provided within the focus group discussions since it is 
difficult to extract an individual’s contribution to the discussion (Sim & Waterfield, 2019). As 
such, consent from all participants would be required. 
 
 Coding and analysis 3.7.5.2.
A grounded theory approach (see Section 3.1 Methodology for further detail) was adopted to 
analyse the qualitative data collected. NVivo 10 software was used to manage the data.  
Each transcript was imported into NVivo and coded line by line to identify emerging themes. 
The researcher had no preconceived hypothesis and aimed to generate theory through analysis 
of the data. Coding refers to the identification of topics, issues, similarities and differences that 
were revealed through the participants’ narratives and interpreted by the researcher (Austin & 
Sutton, 2018). The codes enabled the identification of commonalities and differences in the 
data and similar key, recurring and relevant points of data were coded with the same node 
(Austin & Sutton, 2018). A node is a collection of references about a specific theme, place, 
person or other area of interest (Jackson and Bazeley, 2019). The coding process required 
detailed consideration of the text and context of the discussion, including consideration of the 
field notes, thus helping to minimize researcher bias in the analysis (Austin & Sutton, 2018). The 
nodes were categorized into the final emerging themes following discussions with the research 
team. 
 
As described in Section 3.1 Methodology, open coding is the first stage of analysis with 
grounded theory and the first level of substantive coding. During the open coding stage, the 
data gathered from the research field was fractured as to “produce a set of categories that fit, 
work and are relevant for the purposes of theory” (Gibson & Hartman, 2013). This involved 
sentence-by-sentence, and word-by-word analysis, through a process of induction, 
continuously assigning codes to the emerging concepts from the collected data. Open coding 
was considered complete when the researcher was able to identify emergent categories that 
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encompassed all the data and saturation was achieved as mandated by grounded theory’s 
framework (Gibson & Hartman, 2013).  
 
Selective coding is the second level of substantive coding, and started when open coding 
ended. At this stage, no new concepts were pursued by the researcher beyond what was 
identified during the open coding process. During selective coding the data was constantly re-
evaluated to try and focus the codes and categories into broader themes (Scott & Howell, 
2008). Selective coding was considered complete when the researcher was confident that the 
core category had been clarified and encompassed all the issues, concepts, and subcategories 
that have emerged during the substantive coding process (open and selective coding). 
 
Theoretical coding, which is a ‘second-order’ level of coding, is a process whereby theoretical 
codes are used to “conceptualize how the substantive codes may relate to each other as 
hypotheses to be integrated into a theory” (Glaser, 1978). By utilising codes developed during 
the substantive coding stage, after saturation has occurred, the researcher related those codes 
to each other in order to identify a relationship, whilst significantly relying on the constant 
comparison of data (Holton & Walsh, 2016). 
 
The findings of this phase are described and discussed in Chapter 4 – Phase 1: Evaluating 







3.8. Phase 2: Evaluating teamwork characteristics from the pharmacy students’ 
perspective  
This phase involved qualitative focus groups with undergraduate pharmacy students drawn 
from the MPharm course of a NWHEI to explore the opinions and views of students regarding 
key characteristics of teamwork.  
 
Ethical approval was granted by a NW University REC 18/12/14, reference number 14/PBS/004 
(Appendix 2). 
 
3.8.1. Aim and objectives 
The aim of this phase was to explore students’ views and opinions regarding teamwork 
characteristics and their preparedness for future practice in interprofessional teams. 
 
The objectives were: 
1. To explore students' views on key teamwork characteristics needed to ensure effective 
interprofessional teams 
2.  To explore current opportunities within the MPharm programme to develop teamwork 
characteristics 
3. To consider the development teamwork characteristics in undergraduate pharmacy 
education from a student's perspective 
 
3.8.2. Research Rationale 
Focus groups were used to carry out the qualitative data collection in order to give an 
opportunity for students to discuss in-depth their views on teamwork characteristics and 
opportunities within the MPharm programme to support students in understanding teamwork 
and the associated characteristics. The rationale for the use of focus groups is described in 
Phase 1 research rationale (see Section 3.7.2). The researcher also had a teacher – student 
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relationship with participants in the phase 2 focus groups, however, in order to ensure 
impartiality and minimise any possible power imbalances, it was made clear during recruitment 
and at the start of the focus groups, that the discussions were confidential and had no impact 
on their studies within the programme. 
 
Group composition in phase 2: Evaluating teamwork characteristics from the pharmacy 
students’ perspective, was based on a students’ year of study. This approach was able to 
establish some common ground between participants that would act as “social glue” during the 
discussions (Lehoux et al., 2006) and provide a greater sense of safety enabling more opinion 
and subsequent discussion. A further weakness inherent to the focus group format is its 
participant selection system. Participants are self-selected and study results are therefore 
harder to generalize to the larger population. A limitation for this phase 2: Evaluating 
teamwork characteristics from the pharmacy students’ perspective, was that participants 
were recruited from one pharmacy undergraduate course. There is a risk of bias since whilst 
curriculum standards are the same for all programmes the delivery of the standards may vary 
across different programmes which could limit the generalisability of the findings. However, 
phase 3: Exploring teamwork characteristics and curriculum design from the educators’ 
perspective, attempts to consider the variability in different programmes by considering the 
educators’ perspective and course contents from a range of HEIs.  
 
3.8.3. Research Method 
This section details the method adopted along with a rationale for each decision. It describes 
the participants, inclusion and exclusion criteria and the recruitment of participants.  
 
 Participants 3.8.3.1.
Participants for the study were drawn from students of a NWHEI who were enrolled in the 
third- and fourth-year of the MPharm degree programme. These groups of students were 
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chosen because their curricula have provided opportunities for exposure to activities where 
teamwork skills can be developed. Inviting participants from different years of study would 
have captured a greater diversity of views across the programme. However, in the first two 
years of the programme, students focus on the other healthcare professionals who might 
feature in an interprofessional team and associated roles and responsibilities of others before 
considering collaborative practice in the third- and fourth-year and undertook limited group 
work. Therefore, first and second year students were not invited to participate in the study as it 
was considered that their holistic exposure to teamwork characteristics across the programme 
was limited.  
 
 Inclusion and exclusion criteria 3.8.3.2.
Participants were included if they were students who were enrolled in the third- and fourth-
year of the MPharm degree programme. Students who were not enrolled in these year groups 
were excluded from the study. 
 
 Recruitment of participants 3.8.3.3.
A similar approach was taken to recruit participants to Phase 2: Evaluating teamwork 
characteristics from the pharmacy students’ perspective, as that used in Phase 1: Evaluating 
teamwork characteristics from the patients' and caregivers' perspective, (see Section 3.7.3.3 
Recruitment of participants). The recruitment email, follow up email and PIL can be seen in 
Appendix 8, Appendix 9 and Appendix 10 respectively. Participants eligible for recruitment in 







3.8.4. Data collection 
This section details the method for data collection used in Phase 2: Evaluating teamwork 
characteristics from the pharmacy students’ perspective, and covers the interview schedule 
and the procedure for data collection. 
 
 The interview schedule 3.8.4.1.
An interview schedule (Appendix 11) was developed by the researcher as described in phase 1: 
Evaluating teamwork characteristics from the patients' and caregivers' perspective (see 
3.7.4.1). The interview schedule), taking into account the aim and objectives of this phase and 
the published literature, was reviewed by the supervisory team. The interview schedule 
containing the list of questions and prompts can be seen in Appendix 11. In addition to 
questions posed to phase 1 participants, phase 2 participants were also asked to consider 
curriculum opportunities they had been exposed to. The researcher used prompts to probe 
participants for further information relating to teamwork characteristics, their experiences of 
interprofessional teams and educational opportunities. A patient story, developed from the 
experiences of practitioners (Appendix 13), was used in the focus groups to inspire discussions 
further. Participants were given an opportunity to add anything else they considered relevant 




Focus groups were organised and undertaken following the approach described in Phase 1: 
Evaluating teamwork characteristics from the patients' and caregivers' perspective (see 




Once all questions from the interview schedule had been posed, participants were given a copy 
of the patient story (Appendix 13). Participants were asked to read the patient story (Appendix 
13) and probe by the researcher to consider if there were any additional characteristics and/or 
views that were they wished to add to the discussions. Participants were prompted to express 
their experiences and opinions throughout the discussions. No topics were discussed that any 
of the participants found distressing. Trustworthiness of the data collected was aided by 
building rapport, trust and openness within focus groups which allowed participants to freely 
express their views. 
 
A pilot focus group discussion was conducted to consider recruitment, assess content validity of 
the schedule and methodology. No changes were identified so the data collected was included 
in the analysis. 
 
3.8.5. Transcription and Analysis 
The previous section discussed how data collection took place for phase 2 of the programme of 
work. Focus group transcription was undertaken as described in Phase 1: Evaluating teamwork 
characteristics from the patients' and caregivers' perspective (see Section 3.7.5.1 Focus group 
transcription). Data analysis was undertaken as described in Phase 1: Evaluating teamwork 
characteristics from the patients' and caregivers' perspective (Section 3.7.5.2 Coding and 
analysis), using a grounded theory approach (see Section 3.1 Methodology for further detail), to 
analyse the qualitative data collected. NVivo 10 software was used to manage the data.  
 
3.9. Phase 3: Exploring teamwork characteristics and curriculum design from the 
educators’ perspective 
This final phase of the programme of work investigated the development of teamwork 
characteristics in undergraduate education from an educators’ perspective. This involved 
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qualitative either face-to-face or telephone semi-structured interviews with educators involved 
in pharmacy education from HEIs across the UK. 
 
A North West University REC approved this phase of the research on 16/06/16, reference 
number 16/PBS/004. The approval letter can be seen in Appendix 12. 
 
3.9.1. Aim and objectives 
The aim of this phase of the programme of work was to gain an insight, from an educator’s 
perspective, on the development of key teamwork characteristics in undergraduate pharmacy 
education to better prepare pharmacy students for their future careers. 
 
The objectives were: 
 To consider the perceptions of healthcare educators on pharmacy teamwork 
characteristics  
 To explore teamwork characteristics developed in other healthcare professionals in 
undergraduate education 
 To identify key teamwork characteristics that could be developed through 
undergraduate pharmacy education 
 To consider how teamwork characteristics could be developed in undergraduate 
pharmacy education 
 
3.9.2. Research Rationale 
Using a qualitative approach in Phase 3: Exploring teamwork characteristics and curriculum 
design from the educators’ perspective, enabled a thorough exploration of the views of 
educators on teamwork characteristics and associated educational activities within their 
individual MPharm programmes. It also enabled depth of response around participants’ views 
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and potential opportunities for curriculum development. Qualitative interviews were used to 
carry out the qualitative data collection for this phase. Qualitative interviews allowed the 
researcher to probe for more detailed information where appropriate and the participant can 
articulate their responses in their own words. Qualitative interviews elicit people's thoughts 
and therefore can be attributed to an individual person. The interviewer and participant can 
engage in conversation, allowing the exploration of thoughts and ideas. The conversational 
style of interviewers stimulates both the interviewer and the participant to recall details, make 
connections and synthesise ideas. They allow participants to elaborate on their perspectives 
which, in turn, may provoke further thoughts and conversations. Despite qualitative interviews 
being time-consuming and not having the advantage of multiple perspectives to promote 
discussion within a group as in focus group, they are still an appropriate method of data 
collection as they enabled a detailed discussion of teamwork within individual HEI curricula. 
Furthermore, participants in the study are busy with work commitments and arranging a face-
to-face interview at a mutually convenient time or a focus group, when participants are 
geographically dispersed, would have been difficult. The options of partaking in a telephone 
interviews eliminates travel time and costs. 
 
A semi-structured approach was adopted to enable the research to maintain some consistency 
over the topics covered in each interview (Corbin & Strauss, 2015). Telephone interviews and 
face-to-face interviews were undertaken depending upon the geographical location of the 
participant, thereby eliminating travel time and associated cost. Telephone and face-to-face 
interviews also provided a more personal contact to facilitate the building of rapport and 
facilitate the probing of responses within the interview to explore topics in more depth. A 
rapport can be more difficult to achieve over the telephone and the absence of non-verbal cues 
can also be a disadvantage during telephone interviews which could result in bias during data 
collection (Robson, 2011). In order to minimise this, every opportunity to build a rapport with 
participants was made in initial contact emails and during the interviews. The rationale for 
telephone interviews was based upon the need to contact a range of educators across the UK 
to gain an overview of their perspective in relation to the research.  
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Similarly, semi-structured interviews rely on the interviewing skills of the researcher. The 
researcher maximised the social interaction by utilising positive engagement techniques such as 
establishing rapport, asking thoughtful questions that indicate the researcher is listening 
carefully to the participant, and knowing when to stay silent and let the participant talk freely. 
Skills frequently used by the researcher in their teaching role and during contact with patients 
as part of the hospital pharmacy role. 
 
A self–administered questionnaire-based survey was initially considered for Phase 3: Exploring 
teamwork characteristics and curriculum design from the educators’ perspective, but these 
can typically have a low response rate (Robson, 2011). Interviews allow participants to 
elaborate on points that they perceive valuable whereas, questionnaires may limit 
opportunities for participants to do this depending on the design of the questionnaire. 
Participants have no opportunity to clarify questions and ambiguities and misunderstanding of 
questions may not be identified. Furthermore, a questionnaire approach may introduce a social 
desirability response bias as participants respond in a manner that will be viewed favourably by 
others thus inaccurately or incompletely, reporting their beliefs and attitudes (Robson, 2011).  
 
3.9.3. Research Method 
The following section details the method adopted and covers who were involved in the 
research, inclusion and exclusion criteria as well as recruitment of participants.  
 
 Participants 3.9.3.1.
All participants were educators who are involved in teaching and/or curriculum design of 
MPharm courses across the United Kingdom. The inclusion criteria for this phase required 
participants to be educators who are involved in teaching and/or curriculum design of MPharm 
programmes. Educators were excluded if this was not the case. 
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 Recruitment of participants 3.9.3.2.
HEIs offering accredited MPharm programmes were identified from the General 
Pharmaceutical Councils website (General Pharmaceutical Council, 2020a). Participants were 
contacted by the researcher via their Higher Education Institute email address, obtained from 
the HEI website. The email briefly outlined the study (Appendix 14) and the PIL (Appendix 15) 
and a copy of the informed consent form (Appendix 16) were attached. The PIL provided 
information on the study and participants were asked to contact the researcher should they 
have any questions that might deter them from participating in the research. Other potential 
reasons for non-response such as confidentiality, time, reason and importance of the study 
were also addressed within the PIL. A follow up email (Appendix 17) was sent at least 5 days 
after the initial email. This was considered sufficient time for participants to review the study 
documents and make an informed decision. Each participant was asked to return a signed 
consent form via email or post, ideally prior to the interview taking place. In addition, recorded 
verbal consent was obtained at the beginning of the telephone interview. Mutually convenient 
interview times were organised either face-to-face or via telephone depending on the 
geographical location of the educator via email correspondence with the participant.  
 
3.9.4. Data collection 
This section details the method for data collection used in phase 3 and covers the interview 
schedule and the procedure for data collection. 
 
 The interview schedule 3.9.4.1.
An interview schedule (Appendix 18) developed by the researcher taking into account the aims 
and objectives of the research, the published literature and the findings from phase 1: 
Evaluating teamwork characteristics from the patients' and caregivers' perspective, and phase 
2: Evaluating teamwork characteristics from the pharmacy students’ perspective. The 
questions asked covered the following areas: teamwork characteristics, current and potential 
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learning opportunities within their programme to facilitate student development of teamwork 
characteristics. Questions and prompts were developed to ensure that they were not leading or 
biased. The interview schedule was reviewed by the supervisory team to ensure 
appropriateness of the data collected.  
 
Each interview began with a verbatim interview script to ensure that all participants were given 
the same information prior to their interview. The researcher confirmed with all participants 
that a signed consent form was completed and returned. Individual demographic data was 
collected through closed questioning including the educators’ subject expertise. Where 
appropriate, closed questions were followed up with open questions for more detailed 
information. Probing questions were included if the participant gave short, one word answers 
to allow a conversation to build. The interview schedule served as a guide during the 
interviews, but the order and the wording of the questions were modified based on the flow of 
each interview. The researcher aimed to maintain a neutral manner throughout to minimise 
bias.  
 
With the semi-structured approach to interviews, there was a risk that any issues participants 
considered important may not be included in the interview as they focused on answering the 
questions posed by the researcher. To overcome this risk, participants were asked if they would 
like to add any anything else relevant to the focus of the interview before the end of the 
interview. 
 
 The procedure 3.9.4.2.
Face-to-face interviews were conducted in a quiet room to minimise distractions and 
interruptions during the interview. Telephone interviews were conducted in the participant’s 
workplace, which was considered a comfortable setting and provided an opportunity for 
participants to freely participate. Participants were able to withdraw from the interviews at any 
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time and could choose not to answer the questions. Trustworthiness of the data was aided by 
building rapport, trust and openness with the participants during the interview to enable them 
to freely express their views. Building a good rapport with participants in the study is important 
to help individuals to feel comfortable with the researcher and enhance the depth and quality 
of data collected. 
 
All interviews were recorded using a digital voice recorder. Key messages and notes were 
handwritten on a printed version of the interview schedule during the interviews to aid the 
researcher to recap on certain points during interview. As the researcher progressed through 
the data collection and analysis process, it was noted that no new topics or perspectives were 
emerging. It was clear that data saturation was reached when similar themes emerged from the 
interviews across very diverse participants. This was confirmed when an additional two 
interviews had been completed. This was confirmed in discussions with the supervisory team. 
 
The first interview conducted was undertaken as a pilot to determine if the recruitment 
methods and the interview guide were appropriate to meet the aims and objectives of this 
phase. The pilot demonstrated that the questions were unambiguous, generated appropriate 
opinions and thought to meet the study objectives. As a result, the findings from the first 
interview were included in data analysis. 
 
3.9.5. Transcription and analysis 
The previous section discussed how data collection for phase 3 of the programme of work took 
place. This section describes the data transcription and analysis used for phase 3. 
 
The recorded interviews were transcribed verbatim immediately after each interview In 
Microsoft Word to minimise the risk of transcription errors and memory recall. To ensure the 
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context of the discussion remained intact, non-verbal communications, such as long pauses and 
laughter, were all noted in the transcriptions. All data obtained was made anonymous with 
names and any identifiable references removed. Following confirmation of accuracy of the 
transcriptions by a member of the supervisory team to increase robustness and trustworthiness 
of the data, all copies of audio recordings were securely deleted. Respondent validation of the 
transcriptions was not undertaken due to the possibility that views and opinions may evolve 
and change over time, possibly as a result of participating in the research and the risk of 
introducing social desirability bias so that they do not come across in a negative way (Robson, 
2011; Austin & Sutton, 2018). 
 
Analysis of the transcriptions was undertaken as described in Phase 1: Evaluating teamwork 
characteristics from the patients' and caregivers' perspective (Section 3.7.5.2 Coding and 
analysis), using a grounded theory approach (see Section 3.1 Methodology for further detail) to 
establish any trends, links or key themes highlighted by the subjects. NVivo 10 software was 
used to manage the data. 
 
Each transcript was imported into NVivo and coded line by line to identify emerging themes. 
Similar extracts from the data were coded into the same node. A node is a collection of 
references about a specific theme, place, person or other area of interest. The nodes were then 
collated into categories relating to the research questions. These categories were re-organised 
and combined throughout the analysis process and discussed with the supervisory team until 
agreed themes were identified. 
 
3.10. Phase 4: Recommendations for pharmacy curriculum design 
The fourth phase of the programme of work involved making recommendations for the 
development of pharmacy education curricula to facilitate the preparedness of pharmacy 
students for future pharmacy practice in teams and was informed by the findings from the 
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earlier phases of the programme of work, along with data from the literature review (see 
Chapter 2 – Introduction) 
3.10.1. Aim and objectives 
The aim of this phase was to make recommendations on pharmacy education curricula to 
facilitate the preparedness of pharmacy students for their future pharmacy practice in 
interprofessional teams. 
 
The objectives were to: 
 Explore and triangulate the findings from phases 1: Evaluating teamwork 
characteristics from the patients' and caregivers' perspective, phase 2: Evaluating 
teamwork characteristics from the pharmacy students’ perspective, phase 3: Exploring 
teamwork characteristics and curriculum design from the educators’ perspective, and 
the literature review to determine the key characteristics associated with effective 
teamwork and examples of teaching, learning and assessment methods 
 To make recommendations on the teaching, learning and assessment of teamwork 
characteristics within undergraduate pharmacy education.  
 
3.10.2. Research Rationale 
The findings from phases 1, 2 and 3 provided the evidence to support the overall programme of 
work by highlighting how teamwork can be developed in undergraduate pharmacy students to 
facilitate and maximise post-registration interprofessional practice and promote effective 
patient care.  
 
Triangulation of phase 1: Evaluating teamwork characteristics from the patients' and 
caregivers' perspective, phase2: Evaluating teamwork characteristics from the pharmacy 
students’ perspective and phase 3: Exploring teamwork characteristics and curriculum design 
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from the educators’ perspective, findings was undertaken to obtain a rich, robust and 
comprehensive account of teamwork characteristics (Robson, 2011). This process of combining 
the findings was undertaken to facilitate a deeper understanding of teamwork characteristics 
from a range of different perspectives (patients and caregivers, students and educators). This 
process highlighted the characteristics of an effective interprofessional team that could be 
developed as part of pharmacy students’ education and examples of teaching learning and 
assessment methods that could be incorporated into recommendations for pharmacy.  
 
There are four types of triangulation proposed by Denzin 1988 (Robson, 2011). These include:  
 Data triangulation – The use of more than one method of data collection  
 Observer triangulation – Using more than one observer in the study  
 Methodological triangulation – Combining quantitative and qualitative approaches  
 Theory triangulation – Using multiple theories or perspectives  
 
Triangulation of the data within the discussion (see Chapter 7) was an important aspect of 
ensuring the robustness of the data. Triangulation is a common practice in pharmacy practice 
research and it is a useful strategy in overcoming reactivity, researcher bias, and respondent 
bias (Austin & Sutton, 2018).  
 
3.10.3. Research Method 
Initially, the findings from phase 1: Evaluating teamwork characteristics from the patients' and 
caregivers' perspective, phase2: Evaluating teamwork characteristics from the pharmacy 
students’ perspective, and phase 3: Exploring teamwork characteristics and curriculum design 
from the educators’ perspective, were explored. This began with the perceptions of patients 
and caregivers on key characteristics of effective teams and the perceived impact on their care. 
In the same way in phase 2 of the programme of work, the characteristics from the students’ 
perspective were considered alongside current opportunities within their pharmacy education 
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to develop teamwork and the identified characteristics. Phase 3: Exploring teamwork 
characteristics and curriculum design from the educators’ perspective, of the programme of 
work explored the educators’ perspectives on teamwork characteristics, opportunities they 
perceived students had within their pharmacy education to develop teamwork characteristics. 
Triangulation of the findings from phases 1, 2 and 3 enabled a comprehensive understanding of 
teamwork characteristics and their importance in the delivery of team-based care. Examples of 
teaching, learning and assessment methods from the findings of phase phase2: Evaluating 
teamwork characteristics from the pharmacy students’ perspective, and phase 3: Exploring 
teamwork characteristics and curriculum design from the educators’ perspective, were taken 
into consideration for the recommendations for pharmacy education. 
 
As already discussed, key teamwork characteristics highlighted by the patients and caregivers in 
phase 1: Evaluating teamwork characteristics from the patients' and caregivers' perspective, 
students in phase 2: Evaluating teamwork characteristics from the pharmacy students’ 
perspective, educators in phase 3: Exploring teamwork characteristics and curriculum design 
from the educators’ perspective, and identified in the literature (see Chapter 1) were 
considered together to provide a deeper understanding of the characteristics from different 
perspectives. When making recommendations for pharmacy education, it was important to 
consider which teamwork characteristics should be developed as part of undergraduate studies 
and examples of teaching, learning and assessment methods found in phase 2: Evaluating 
teamwork characteristics from the pharmacy students’ perspective, and 3: Exploring 










Reflexivity is important in qualitative research as there are numerous ways in which research 
bias could impact on a study from the development of the data collection resources to 
collecting, analysing and reporting the data. Reflexivity allows the researcher to “acknowledge 
their role” as well as “situate” their research, thus increasing transparency to the reader and 
hence quality of the research (Finlay and Gough, 2003). This was a consideration in this 
programme of work due to the researchers’ experience as a pharmacist, an educator and a 
patient. It is impossible to eliminate researcher bias; however, researcher bias can be 
minimised and throughout this chapter, the methods section in each phase has presented the 
ways in which the researcher has attempted to this. Reflexivity is the process of continual 
reflection upon the research process by the researcher and self-awareness of the researcher is 
key to this process. This process of self-reflection and critical appraisal is important to identify 
the influences that may, unintentionally, have impacted on the research. Reflexivity is 
considered throughout this research. 
 
A clear distinction may however be drawn with the similar term, reflection. Reflexivity in 
qualitative research can be described as “thoughtful, self-aware analysis of the inter-subjective 
dynamics between the researcher and the research” (Finlay and Gough, 2003) on a practical 
level this involves the researcher reflecting on how their “social background, assumptions, 
positioning and behaviour” (Finlay and Gough, 2003) affect the research, it involves an 
“immediate, dynamic and continuing self-awareness”. In contrast reflection may be defined 
simply as “thinking about something after the event” (Finlay and Gough, 2003). 
 
A project diary was also kept in order to record any personal thoughts and feelings, aiding with 
the process of reflexivity. The diary served as a record of changes made to the interview guide 
and ideas of developing themes. Diary keeping serves as a means of “reflective commentary” 
(Shenton, 2004) and is important in ensuring credibility in qualitative research. Initial 
impressions of the data were noted to monitor the researcher’s own constructions (Guba and 
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Lincoln, 1989). The diary acted as a source of notes about analysis, thoughts, interpretations 
and questions about the data (Strauss and Corbin, 1998). 
 
It is recommended that the researcher’s biographical information is made apparent in the 
reporting of qualitative research (Maykut and Morehouse, 1994). Acknowledging the insider 
researcher position enhances dependability of the research (Fleming, 2018). As an insider 
researcher it is important to recognise and consider the assumptions the researcher will bring 
to this research including researcher bias if the researchers’ personal values and experiences 
influence the research questions, design and data collection procedures (Chavez, 2008). The 
researcher maintained a neutral position during data collection to avoid the potential for 
influencing responses. The researcher was aware that participants may be influenced by how 
they perceived the researcher and their relationships with the researcher outside of the 
research context, notably with students (Dwyer & Buckle, 2009). However such familiarity may 
not be deemed as a negative, rather, the important stage of rapport building in interview and 
group situations was already achieved. Participants are typically more open so that there may 
be a greater depth to the data gathered (Dwyer & Buckle, 2009) and may be more willing and 
comfortable to share detailed or personal information and to discuss issues with someone who 
‘understands’. However, the converse may occur, where the participant may not share 
information for fear of being judged, or the impact on their ongoing relationship (Fleming, 
2018). As such, the data may look different compared to data generated by another party. 
Analysis of the finding was discussed with the supervisory team, which comprised of individuals 
outside the research population who could act as “critical friends”, thus minimising premature 







3.12. Chapter summary 
This chapter has provided an overview of the programme of work, describing how the 
individual phases were undertaken and the rationale for the design of the programme of work. 
This included ethical considerations, generation of the focus group and interview schedules, 
undertaking the interviews and analysis of the study. The following four chapters will discuss 
the four phases in further detail, along with the findings. The next chapter (Chapter 4: Phase 1: 
Evaluating teamwork characteristics from the patients' and caregivers' perspective) will 





Chapter 4. – Phase 1: Evaluating teamwork characteristics from the patients' 
and caregivers' perspective 
An overview of the methods and the rationale for the design of the programme of work was 
provided in Chapter 3 (see Section 3.7.2 Research rationale and Section 3.7.3 Research 
method). This next chapter presents the findings for phase 1: Evaluating teamwork 
characteristics from the patients' and caregivers' perspective, which as previously outlined 
involves focus group discussions with patients and informal caregivers to identify and evaluate 
teamwork characteristics. The findings of this phase have been published in a peer reviewed 
journal (Cutler et al., 2019). 
 
4.1. Introduction 
As previously discussed in Chapter 2 – Introduction, poor teamwork skills in health and social 
care can lead to a variety of problems, which can have a negative impact on patients’ 
experience of interprofessional teams, their care and health outcomes. Despite problems 
associated with teamwork being well-documented in the literature (see Chapter 2 - 
Introduction), there continues to be incidents reported that are linked to poor teamwork. As 
mentioned in the outline for the programme of work (in Section 3.3 Overview of programme of 
work), it is important to consider teamwork characteristics that patients and caregivers 
perceive to be necessary alongside the effect of determined characteristics. In recent years, 
healthcare has moved towards a patient‐centred care model that tailors care to patients’ 
needs, values and experiences. An increased understanding of patients’ and caregivers’ 
expectations and experiences of interprofessional teams provides an insight into what is 
important to the patient and caregivers. This can contribute to raise professionals’ awareness 
about the consequences of their actions and facilitate change in teamwork. 
 
This first phase of the programme of work broadens the literature available on this topic, by 
investigating the characteristics that service users consider important and their experiences of 
interprofessional teams. This phase adds rigour to the programme of work by exploring the 
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patient and caregivers’ perspective of teamwork and allows their views and experiences to be 
compared and contrasted with those of other professionals identified the literature review, 
students in phase 2: Evaluating teamwork characteristics from the pharmacy students’ 
perspective, and educators in phase 3: Exploring teamwork characteristics and curriculum 
design from the educators’ perspective, during triangulation of data in phase 4: 
Recommendations for pharmacy curriculum design, (see Chapter 7). The findings of this phase 




As previously discussed in Section 3.7.2 Phase 1: Evaluating teamwork characteristics from the 
patients' and caregivers' perspective research rationale, this first phase of the research was an 
exploration of patients and informal caregivers views on interprofessional team characteristics 
through focus group discussions with patients and informal caregivers from staff at a NWHEI. 
The resulting discussions were transcribed and a grounded theory approach was utilised as 
described in Section 3.7.5 Transcription and analysis; the emerging themes are noted and 
discussed below. The findings are presented in Section 4.4 and discussed in detail in Chapter 7. 
 
4.3. Aim and Objectives 
As discussed in Section 3.6.1 Phase 1: Evaluating teamwork characteristics from the patients' 
and caregivers' perspective, aim and objectives, the aim of this phase of the programme of 
work was to identify and evaluate patients’ and informal caregivers views’ on characteristics 






The objectives were: 
 To explore patients’ and informal caregivers’ experiences and views on teamwork  
 To determine the key characteristics of an effective team from the perspective of 
patients’ and informal caregivers’ experiences 
 To explore patients’ and informal caregivers’ views on key characteristics needed to 
ensure effective interprofessional teams 
 To explore patients’ and informal caregivers’ perceptions of enabling developing of 
future interprofessional teams 
 
4.4. Findings 
The findings are presented within this section including participant demographics and the 
themes which emerged from the data collected during the data analysis.  
 
4.4.1. Participants 
Data collection took place between June 2015 and February 2016; there were 14 participants 
who met the inclusion and exclusion criteria (see Section 3.7.3.2 Inclusion and exclusion 
criteria) and took part in three focus groups. The average duration of focus group discussions 
was 68 minutes (range 52 to 74 minutes). A list of participants and their age demographics can 
be seen in Table 4-1. 
 
The participants shared their experiences and views on care provided by healthcare teams. 
After three focus groups, no new topics or perspectives were found to emerge and the aim of 
identifying patients’ and informal caregivers views’ on teamwork characteristics was achieved 





Table 4-1 – Phase 1 participant demographics 
Demographics  Number of participants 
Age 16-30 1 
 31-44 9 
 45-59 2 
 60+ 2 
Gender Male 3 
 Female 11 
Education Level No qualifications 0 
 GCSEs or equivalent 2 
 A-levels or equivalent 1 
 Degree 5 




Coding of the focus group transcript data, using NVivo, led to a total of 44 nodes being created, 
which were then combined and categorised into themes and sub themes during the analysis 
process. The steps taken to ensure robustness of the analysis have been described in Section 
3.7.5 Transcription and analysis. 
 
Three main themes emerged during analysis. These themes included: patients' experience of 
teams, characteristics of teams, and patient expectations of teams. Each theme is described in 
more detail below including an overview and description of the subtheme. To help illustrate the 
themes and subthemes, verbatim quotes taken directly from the data have been used. 
Unprompted scenarios were described by participants and have been included (as Illustrative 
examples) in the findings. As focus group data is the outcome of a discursive process, no quoted 
material is attributed to individuals, but the provenance from the specific group is noted as 























Male 31-44 Higher degree 
Female 45-59 Higher degree 
Female 31-44 Higher degree 
Female 31-44 Higher degree 
Male 45-59 GCSEs or 
equivalent 





Female 31-44 Degree 
Female >60 Higher degree 
Female 16-30 Degree 
Male >60 Professional 
Qualification 






Female 31-44 Degree 
Female 31-44 Degree 
Female 31-44 Professional 
qualification 
Female 31-44 A-Levels or 
equivalent 









 Patients experiences of teams 4.4.2.1.
The theme, patients’ experience of teams, provides an insight into participant’s experiences of 
healthcare teams. This theme comprises the following five subthemes: a team approach, 
communication, delivery of care, hierarchy and the patient as part of the team. 
 
A team approach 
Participants recognised the presence of teams within healthcare and they described their 
experiences of teams within primary care including interactions with GP practices and 
secondary care teams. Furthermore, there was recognition of the different roles and 
specialisms within disciplines especially within nursing.  
"So you can have lots of different teams that interact; involved in your care. You can 
have your primary care team in your GP practice but you might also have links with a 
team in a hospital." (FG2) 
"There can be people working in therapy of different kinds. There can be different kinds 
of nurses - diabetic nurses, midwives." (FG1) 
 
The complexity of teams was noted in that teams could be present in individual GP practices 
and care could require input from different teams. The transfer of care across interfaces to a 
different team was perceived to be a continuation of care and not exiting care delivered by one 
team and entry into another team.  
"If you go to a practice, you know, there’s a whole range of people in the practice. They 
work as a team, a very very important team. That’s not even like, sort of, you know, 
when you‘re referred to a consultant then you interact with another kind of team." (FG2) 
"I think especially if there is a referral to secondary care then it’s that continuation isn’t 




A team approach was seen as advantageous in effective care bringing together a range of 
disciplines such as medics, nurses, pharmacists and physiotherapists, facilitating continuity of 
care and providing the healthcare professionals with peer support. 
"I think it’s important because there will be a different perspective. You know if 
someone’s got different experience or is from slightly different discipline they will have 
possibly a different view or outlook on a situation. Therefore, I think that can be really 
helpful because you’re not sort of channelled down a sort of very a narrow avenue." 
(FG2) 
"It [a team approach] is invaluable really. Simply because it … it just makes the 
continuity of care and the quality of care provided all the better.” (FG1) 
"I think if you look at it from a professional point of view it’s also for the practitioner. 
Because it gives them support and backup and means that decisions that are made can 
be more informed decisions if they‘ve had chance to discuss them at get different points 
of views. So, I think there are benefits on both side" (FG1) 
 
Participants perceived staff working in the same department to be part of the same team and 
there was an overall consensus within the focus groups that individual healthcare staff within 
the same department, appear to be working collaboratively. However, there was a feeling 
amongst participants that they were often unaware of a team approach to their individual care. 
Healthcare professionals introduced themselves as individuals and not as part of a team and 
patients described how contact with healthcare professionals lacked a team approach.  
"The simplest thing of introducing themselves as a team because a lot of people won’t 
know they've got a team." (FG3) 
"You just see the random people that come into your room or that are doing these 




Participants described that if all members were demonstrating and exhibiting a coordinated 
approach, in particular providing the same information to the patient they believed the team 
was working well together and that they were understood. In teams where information 
provided by different team members was different, patients felt “confused” and “neglected”.  
“I think I think the main thing as well is you need to make sure they are all singing from 
the same hymn sheet. They’re all saying the same thing……That’s when things get 
confusing if ones saying one thing and one’s saying another and it’s just obviously 
making sure that they’re reading the notes, they’re understanding the patient, they’re 
knowing they all feel the same, they all know exactly what is going on with that patient… 
I think that’s when you feel you’ve got a good team.” (FG3) 
 
As patients had to repeat their “health story” multiple times at each appointment this was 
considered as poor teamwork between individuals and a lack of trust in the accuracy of patient 
notes.  
"No one had obviously recorded notes or had time to read notes so they should have 
read the notes and going in had been prepared rather than having to listen to the same 
story again." (FG3) 
 
All participants perceived teams to be working well unless they were aware of something going 
wrong. They described how they perceived that achievement of health outcomes reflected 
teamwork, with satisfactory results implying that a team was working well together. In 
addition, how a team made patients feel was also considered to influence patients’ perceptions 
of effective teamwork. Feeling “comfortable with a team” was seen as a positive indication of a 
team working well together. Participants described how teams that explained the patients’ 
conditions and treatments particularly influenced their confidence in the care they were 
receiving and their relationship with teams and team members.  
“When you feel comfortable and you’re getting satisfactory results.” (FG1) 
99 
 
“If you have confidence in the people who are dealing with you, it makes you feel 
better.” (FG3) 
“So, I think it’s that trust that makes you through and if everything’s great then 
obviously get – you feel supported, you feel there’s progress; you feel cared for.” (FG2) 
 
Participants in one focus group (Focus group 3) felt that their first exposure and impression of 
the team would influence their view of how well a team worked together and their confidence 
in their care by that team. 
"You can go in and see the vibe and the working nature of a ward sort of immediately 
can’t you…... I think it’s just the first impression isn’t it?" (FG3) 
"It’s just an instant impression isn’t it? That first impression." (FG3) 
 
Patients also described situations where they felt healthcare professionals did not know which 
other healthcare professionals were involved in their care and this resulted in a lack of 
confidence in the care they were receiving and their experience.  
“There was one lady who just said “oh I don’t actually know who did that. I don’t know”. 
She was obviously just looking at the initials or the name. She would have to go and look 
it up so there was no team there and it felt awful.” (FG3) 
 
Communication 
Participants described a number of scenarios in which they felt effective communication had 
been lacking. There was a consensus across all focus groups that information needed to be 
repeatedly communicated to the same and different members of healthcare staff involved in 
their care. Participants repeatedly described situations where they were providing a recap of 
their medical history and condition even though the relevant information was recorded in their 
patient medical notes. This was experienced across multiple appointments over a period of 
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time, and also when they saw multiple healthcare professionals as part of extended care, for 
example, as an inpatient. Not only did participants view this as a lack of a team approach to 
their care as described above but also poor communication.  
"It’s been 3 or 4 years and at every appointment, it was giving a recap rather than saying 
“now you’ve been here…, it’s this this and this, is there any change or whatever”. You’ve 
got to tell them the relevant information." (FG1) 
"Because we have never seen the same person so then or they’re a locum, so you spend 
10-15minutes of the appointment recapping. You know they have the notes in front of 
them, they know someone else has written, we still have to tell, why we’re, basically why 
we are here they." (FG3) 
 
Participants found this repetitiveness and lack of efficiency particularly frustrating since in a 
time limited consultation, a significant proportion of the consultation was allocated to 
repeating information covered in previous visits.  
"We repeated our story about what had happened at least, I’d say at least 5 or 6 times, 
and what was most annoying was that we were in an open ward where we heard 
everybody else’s story 5 or 6 times" (FG3) 
“I do think people need to have the ability to communicate and to at least pass on 
information from one person to another so that you don’t have to spend the first 10 
minutes of every session with a medic, or with a physiotherapist, or with a phlebotomist 
or whatever, explaining what the problem is. You need someone to be able to say, yes 
you told somebody that 10 minutes ago.” (FG1) 
 
This repetitive reiteration of information by patients to healthcare teams was also experienced 
by participants across care interfaces.  
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"It was very frustrating ... Different teams within the NHS didn’t seem know what 
anybody else had done. So for example, the doctor at the hospital wouldn’t know what 
the doctor at the GP surgery or the nurses that had seen him the other day. There did 
seem to be no communication between them … It would have been better had they been 
able to communicate with each other rather than like you said starting from scratch 
overtime you seen someone."(FG3) 
 
Participants described situations where their care was disjointed or questioned by other 
healthcare staff as a result of information documented in patient’s notes. Participants 
perceived that this lack of effective written communication between healthcare professionals 
resulted in a lack of respect and trust between colleagues. 
"You do need that effective communication between them so that somebody comes and 
checked something’s or noted something down and then somebody doesn’t come and do 
that same task ….... This needs doing next so you’re like “What’s going on? Somebody’s 
just checked it”. Are they not talking to each other? Are they not communicating what 
need to be done or what’s been done?" (FG3) 
"It's interesting because I have a friend who is a qualified doctor and they just keep 
complaining about the notes left by the person who was previously …. in charge of the 
patient. They are illegible. Why have they said this? Why didn’t they do this? (FG1) 
 
One participant felt that there was a reluctance to share information between healthcare 
professionals and this lack of communication directly impacted on patient care. In their 
experience, this resulted in the patient having to justify why their healthcare professional 
needed access to results.  
"The sharing of information, if you‘ve had an appointment with your GP, being sent for a 
consultant appointment – MRI, scan or whatever – and you’ve been seeing a physio on a 
weekly basis, the GP not wanting to give the physio the scan results and you having to 
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insist that actually they are the ones treating you. “No they don’t need that.” “Well they 
kind of do.” (FG1) 
 
One participant (FG3) described a situation (unprompted) in which a relative was admitted to 
hospital whilst away from home (Illustrative example 1). They experienced a lack of information 
sharing and communication between two hospitals and the negative impact that this had on 
their relative’s care. The participants described a lack of willingness of healthcare professionals 
in one hospital to directly contact the patient’s usual hospital to ascertain further details on the 
patient medical history, which could have improved and directed the patient’s care at that 
time, was described as frustrating.  
 
Illustrative example 1: 
Nothing was progressing and I think largely they weren’t involving anybody who knew 
her history. Cos she was from a [name] hospital and they didn’t communicate with that 
hospital and they didn’t have the records and if they had just involved the family a little 
bit and involved [hospital name] and tried to get information that way it wouldn’t have 
deteriorated to the extent that it did. I think you should be involved in your care. (FG3) 
 
Patients felt that access to information hindered the communication process. Patients 
described scenarios where information was recorded on electronic systems but subsequent 
healthcare professionals involved in their care did not have access to the systems and the 
stored information. This perpetuated patients' repeating information multiple times.  
"Every single one of them wrote down notes, put them into their computer and then 
nothing happened because the next person I saw 10 minutes later didn’t have access to 
that information." (FG1) 
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"I think quite a lot of these problems could probably be solved to some extent at least by 
proper computerised records and access to information like x-rays and ECGS and things 
like that. Why can’t they just go in file then everyone can see them? (FG2) 
 
There was a consensus that computer systems were ineffective and out-of-date and did not 
facilitate seamless care. Patients recognised that systems existed, but that staff involved in their 
care could not interrogate the systems to enable them access to data they required which could 
influence decisions relating to a patients’ care.  
"There’s things like computer systems not linking up with is really frustrating in the NHS. 
Can’t computers talk to each other now? I’m sure we have the internet. Everyone else 
can link up their iPhone with the whatever, but the doctor's surgery can’t tell me what 
my test results at the hospital are. You know it’s just so frustrating." (FG3) 
“I mean I see my neurologist at a clinic which is not in the hospital. And every time I go to 
see him, … he says "Ok. What’s been happening medically?” And I say “I’ve had these 
blood tests done“ or whatever and he says “I’m not actually in my office so I can’t access 
them so do you know what those results were?” (FG1) 
 
The quality of communication with patients was also raised by participants. Participants 
described situations where they felt the healthcare professional lacked good communication 
skills. Participants discussed how they were often unaware of why people were as individuals 
did not introduce themselves and that the style of delivery of information was sometimes poor. 
The delivered information was not tailored to the patients and failed to recognise them as 
individuals, their current knowledge and what they may need to know.  
 
"My doctor looking after my mother. When he first told me that she’d got cancer. That 
was it. He just said that. It was very kind of blank." (FG2) 
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"She [junior doctor] came and she said “I think there’s a problem there” and then went 
away and I was quite upset and the nurses didn’t know she’d said that to me." (FG3) 
 
Participants described their frustration, spontaneously through descriptions of events, on the 
lack of communication on practical aspects of their care, notably, waiting times for future 
appointments (Illustrative example 2 and 3). It was felt that if such information was 
communicated and shared within teams, healthcare professionals would have a more realistic 
overview of timescales and this would avoid patients’ frustration when the reality of a situation 
does not meet their expectations.  
 
Illustrative example 2: 
I think it also comes down to communication to some extent. But I know now I go to my 
urologist who’ll say “I want this test done, it should here within a week”. Three weeks 
later I get an appointment through the post which is for 6 weeks’ time and yet the 
urologist expected apparently that he would have the results of those tests in a couple of 
weeks, and that sort of leads you to think that the left hand doesn’t know what the right 
hand is doing sometimes. So, I don’t feel that the quality of the care is a problem but I 
get sometimes the fact there’s sometimes not the communication within the teams. That 
they all know what’s going on and if there’s going to be a waiting list, I’d rather have a 
realistic knowledge of what the waiting time is than be told one thing and then 
something else. (FG1) 
 
Illustrative example 3: 
The x-ray one, the fracture clinic and I had to deal with the reception at the fracture 
clinic and there were 4 people on the desk who I think one was getting trained to be fair. 
But they were all receptionists and they knew nothing. But they should be able to at 
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least be able to direct you and know what the organisation is on those towards that are 
obviously completely linked but they acted like “oh, that’s just a completely separate 
building”. It’s just round the corner and I had no idea. She said “I’ve got no idea. You’ve 
got to wait here and then you’ll get called and I don’t know how long you’ll be in there 
for”. And I was just like - this great. I got to pick up my other child in an hour. (FG3) 
 
The lack of effective communication was confusing and stressful for patients and patient often 
felt that this led them to perceive that the team as a whole was not effective and that this 
impacted negatively on the quality of care they received. Patients felt this exposed trust issues 
within teams and respect for other team members.  
"You’ve got one person saying something and someone saying something else, it’s 
confusing." (FG3) 
"I had this thing on my head you know, they were undermining each other, not talking to 
each other. That’s really affected my care because I didn’t want to be discharged from 
the hospital because I now didn’t believe the senior doctor because he disagreed with 
the nurse and the GP. And it does definitely affect your care. Definitely. Well it might 
affect the treatment of the disorder because if you’re not trusting what the doctor are 
saying then you might not listen to them. You need antibiotics but do you know what I 
don’t actually think I do because the nurse said. So, I’m not going to take them." (FG1) 
 
There was an overall agreement that communication between individuals in whom English was 
not their first language led to problems in communication. Participants described situations 
where they struggled to understand information from healthcare professionals, mainly doctors 
and nurses, where English was not their first language. However, participants also felt that if a 
patient’s first language was not English, the same problems could occur. 
"Obviously the main one here is, I think we’ve all come across this, is foreign doctors or 
nurses who can’t speak English, and that seems to be a common point throughout the 
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NHS. That goes both ways doesn’t it, because you have patients who can’t speak the 
same language as their doctor?" (FG1) 
 
Delivery of care 
A lack of consistency of care was described in all focus groups. Participants felt that, in their 
experience, they often saw different healthcare professionals for their care. Not only did this 
result in the repeating of key information as described above, but they also felt that the care 
they received, and their experience differed in the different interactions with different teams. 
Participants also described differences in their experiences from different teams for the same 
conditions, for example cancer services, and they appeared shocked and confused at how two 
teams, who, in their opinion, had similar remits, could be so different. 
"He also died of cancer and the response by the team who came out and managed his 
death with cancer was just so different to my mum’s. I just felt as though “how could 
two teams be so different?" (FG2) 
"They are all doing the same job but they are not all consistent with the same thing and 
that’s how I think you get the negative stories and the positive stories when you would 
think, under one hospital, they would all be the same." (FG2) 
 
Some of the participants had themselves experienced poor care. Participants acknowledge that 
mistakes and errors were part of life and whilst it did result in some loss of confidence in 
individuals and or the team in the care they were providing, a transparency around any such 
errors was preferred. 
"But she’d done it wrong and she didn’t notice it was down as this ridiculous BP but then 
my friend then saw it and said “why hasn’t no-one picked up on that “. It was wrong. 
She’d just written it down and thought “oh it’s that” and no thought “mmm if it is that, 
that’s a real problem”. And then the next person who came to me, the next nurse who 
did it said “oh yes, that is rubbish” and did voice criticism of her colleague." (FG3) 
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"Nobody can be an expert in everything but they only need one little mistake, don’t they, 
for you to lose confidence in that individual." (FG1) 
 
Participants felt that compassion was often lacking in teams. They described how they felt they 
were not seen as individuals but as a “number” and part of a process. However, whilst this was 
a typical view, some participants had experienced teams who did demonstrate compassion and 
empathy towards patients in their role. This lack of compassion in teams was seen to be a result 
of the increased pressure, including time, on the healthcare service.  
"You’re just treated as a number. The next number – this sort of thing because there’s no 
compassion." (FG1) 
"I think that that’s why now in palliative care, complementary therapies have increased 
because they have more time to spend with patients." (FG1) 
 
Hierarchies 
There was a general consensus that hierarchies in teams existed. Patients did not perceive this 
as a negative but they did describe the lack of willingness, by some healthcare professionals 
lower down the hierarchy, to make decisions as an area for improvement. This seemed to be 
perceived as a result of a historical culture in healthcare teams as opposed to the ability of the 
healthcare professionals' skills, knowledge and competency. Furthermore, there was an 
agreement that participants would prefer to be cared for by healthcare professionals who were 
actively involved in delivering their care on a day to day basis rather than a more senior 
healthcare professional e.g. consultant, who they perceived to be more withdrawn in their day 
to day care.  
“There’s definitely a hierarchy within that team of health professionals. The chances are 
if you’re on a ward you don’t see the boss man. You see all the soldiers. But they 
obviously have got to report back to the boss man to say, like to say “he should have an 
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appointment in 3 weeks’ time, an x-ray, an operation or whatever”. No - I’d rather see 
the soldiers but they’ve got to be able to make the decisions as well." (FG1) 
 
Within one focus group (FG3), hierarchies were seen to be able to provide accountability and 
structure to manage complaints.  
"And also, someone you can complain to. Its sounds a bit harsh but I got the supervisor 
of midwives on the phone regarding an issue at [hospital name] because I was, you 
know, I wasn’t happy, and you do need that because you speak to individual. You can 
speak to individual midwives – they always communicate with each other. I think you 
need that person at the top where if there’s a problem you can’t pass it on. You want 
someone to be accountable. You can sort of say this wasn’t good enough. I want to 
complain to someone." (FG3) 
 
The patient as part of the team 
Participants views varied within and between focus groups as to whether the patient was part 
of the team and if so, the extent to which they should be part of the team. 
"It’s never even occurred to me to feel like part of a team. I’m the patient and there the 
team looking after me." (FG3) 
"It's interesting that you say that because I’ve experienced both. I’ve experience when 
you feel you’ve nothing to do with them. (FG1) 
 
Furthermore, patients felt the importance of feeling as if the patient was part of the team could 
vary depending on the nature of care the patient needed and or was receiving. In particular, 
participants felt that it was important for patients who required mental health services, 
midwifery, and physiotherapy or community services to feel part of a team. However, it was felt 
impractical for patients receiving acute treatment, for example emergency care, to be 
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integrated within a team. This was due to the speed and intensity of care that may be required 
in such settings.  
“I would think in mental health services or physiotherapy or something like that. You’d 
want to feel part of your own team. Like even midwifery, you even get your birth plan 
and you try and take ownership of it a little bit. A&E is just so completely different 
because it’s so fast.” (FG3) 
“I think community care you need to feel part of it.” (FG1) 
 
This section has described the emerging theme: Patients' experience of teams. The emerging 
subthemes in this section are revisited in Table 4-3. 
 
Table 4-3 – Phase 1 list of subthemes: Patients' experience of teams 
Theme Subtheme 
Patients experiences of teams A team approach 
 Communication 
 Delivery of care 
 Hierarchies 
 The patient as part of the team 
 
 
 Characteristics of a team  4.4.2.2.
The theme, characteristics of a team, considers participants’ views on the key characteristics 
they consider necessary in effective teamwork. This theme comprises the following subthemes: 





Effective communication was seen as key in ensuring a team was functional and organised on a 
day-to-day basis and facilitated effective transfer of patient information between team 
members. Focus group discussions concurred that the absence of effective communication 
(verbal and written) could result in confusion over the care of the patient, suboptimal care and 
possibly errors. This included communication between healthcare professionals and between 
healthcare professionals and patients. Effective communication was seen as a facilitator for 
minimising the need for patients to repeat information. 
“Improve overall patient care to get the best for the patient because the communication 
between different healthcare professionals then would help improve the overall patient 
care.” (FG1) 
 
Communication and the different forms of communication were discussed in focus groups. 
Communication was seen to be both verbal communication and written communication, such 
as report writing. Furthermore, whilst communication was seen as key in the transfer of 
information, its importance in investigating errors and developing services and patient care was 
also identified. 
 
Participants being able to openly acknowledge errors and mistakes with other healthcare 
professionals and patients themselves was deemed important. In doing so, patients would be 
less confused on perceived differences in care and this would impact on their perceived 
effectiveness of the team. A team approach was considered ideal in minimising errors. 
“The thing that concerned me was “oh there’s been a mistake there. You know stupid 
doctors. They don’t know anything” rather than they say “oh do you think this might just 




“Yeah cos otherwise if they start and they try and hide something then you lose 
confidence. You start really panicking and lose confidence all together. You’ve got to 
know that a mistake’s been made but like exactly like you were saying as long as you do 
correct that “I’m really sorry. There’s actually been a mistake there. It should have been 
this.” There’s a way of doing it that’s all.” (FG3) 
 
Perceptions about the composition of the team 
Focus group discussions considered who should be part of teams and patients recognised that 
individuals involved in their care was wider than solely healthcare professionals. They described 
the inclusion of social workers and carers and the importance of these individuals in outcomes 
relating to their health. There was recognition that patients sometimes required support in 
accessing services or benefits available to them that social care staff could support them with. 
Counsellors were also identified as valuable professionals who should form part of the team for 
some patients.  
“You need the social care because there’s a lot of paperwork to fill in about claiming 
things.” (FG1) 
“I think where you have psychologist involved or social workers – people with a better – 
not necessarily a better skillset – but a different skill set to complement the patient 
recovery by focussing on something different, which is your psychological well-being 
being looked after.” (FG2) 
 
The makeup of a team was seen to be influenced by the individual patients, as each patient’s 
needs differ and having a mix of team members from different disciplines or professions was 
seen to promote discussions around care decisions. 
“I think it’s important because there will be a different perspective. You know if 
someone’s got different experience or is from slightly different discipline they will have 
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possibly a different view or outlook on a situation. So therefore, I think that can be really 
helpful because you’re not sort of channel down a sort of very a narrow avenue.” (FG1) 
“If in maternity care you’d expect a team to consist of midwives, doctors, consultants 
you know the nursing staff even the – what’s it called when the first people who see 
you?” (FG3) 
 
Furthermore, there was acknowledgement that too many team members could actually have a 
negative impact on care as the overall management of that team becomes more complex. This 
could result in a need for a team manager as an additional team member. Furthermore, 
communication within a team was perceived to be more challenging if there were too many 
individuals. The rate-limiting factor relating to the size of a team was seen as the number of 
individuals before communication was affected. 
“It would be great to have every expert involved but then the complexities of managing 
that multidisciplinary team become a nightmare. Then you might have to appoint a 
manager for it.” (FG1) 
“There probably is you know may be some constraints in terms of size ‘cos I know, I don’t 
know, from experience, when we’ve had staff meeting and there’s been like 30 odd 
people all wanting to speak at the same or with different views, it can be quite complex.” 
(FG2) 
 
Participants felt it was important that team members understood the roles of other team 
members and it was felt that the role of one professional could be different in different teams. 
“To understand that they know what their roles are. I think that’s down to an individual 
because we are all different so you could have a whole set of different pharmacists and a 
whole different set of doctors and they all interact differently, and expect different 
things from themselves and other people.” (FG1) 
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One participant raised the issue of costs associated in resourcing teams. 
“I don’t think we can ignore the fact that it costs money so one of the things that’s going 
to happen is a compromise on how much it costs to get different people involved and I 
think why the question is “who do you expect to be there?” I would say who do expect to 
be there within reason because the NHS wants to save money.” (FG1) 
 
It was clear from discussions, the value that administration staff had in the overall patient care 
experience, especially in facilitating communicating between individuals. However, participants 
did feel that healthcare professionals did not always value them as an integral member of their 
team. 
“I think that team should include not only the medical practitioners and the specialist but 
also the admin people. I think they are an important part of the team, and they are often 
the ones that everybody looks down on.” (FG1) 
“I think also important point to raise, is the importance of administrative staff in 
that.......... Because really, they are often central to the communication to the wider 
community and making sure that everybody is kept informed of any changes and any 
progress. So, I really think, in any team there needs to be good administrative support. 
So, a team is wider than just healthcare professionals.” (FG2) 
 
There were mixed views as to whether a patient should feel part of the team were mixed. Some 
patients felt that there were “patient-practitioner boundaries” that should not be breached. 
Other felt it was important to perceive that you were part of team even though in reality you 
were not. 
“But do you not think there should be some patient - patient practitioner boundaries? 
You know whereas being part of a team blurs this.” (FG1) 
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“I don’t want someone to be my friend and chat to me. I want them to do their job.” 
(FG3) 
 
However, some participants felt it was important that as patient you were an active team 
member.  
“I think you should be involved. I don’t think it should be a perception. I think you should. 
You have a right to be involved in your own care.” (FG3) 
 
One participant felt strongly that, no matter how much a team tried to be inclusive, they would 
not want and would never feel part of their healthcare team. This reinforces that the needs and 
requirements of patients differs considerably.  
“I don’t disagree with anything that’s been said. I just wouldn’t feel that I was part of 
that team. I would still give all the credit to that team and not appreciate that I was 
involved in it. Yeah So I think it’s just our individual perception of what that care 
constitutes.” (FG3) 
 
Participants in general felt that hierarchies in healthcare teams were a requirement of effective 
teams. Participants described hierarchies in teams as teams in which individuals had different 
levels of accountability, responsibility and decision-making. It was perceived that a hierarchical 
structure facilitated individuals within teams to understand their role and place within that 
team and gave confidence to patients in the effectiveness of, and the ability of, a team to 
manage problems and complaints. As a result, team processes, such as who and when to refer a 
patient, would be more streamlined.  
“But I think people need to know you know, sort of who’s in charge and what their things 
are and not overstep boundaries.” (FG1) 
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“Also, someone you can complain to. Its sounds a bit harsh but I got the supervisor of 
midwives on the phone regarding an issue at [hospital name] because I was you know. I 
wasn’t happy and you do need that because you speak to an individual. You can speak to 
individual midwives – they always communicate with each other. I think you need that 
person at the top where if there’s a problem you can’t pass it on. You want someone to 
be accountable. You can sort of say this wasn’t good enough. I want to complain to 
someone.” (FG3) 
 
However, several disadvantages to having hierarchal structures were identified. It was felt 
hierarchies could result in patients speaking to the wrong person and not knowing who they 
should be “consulting” with. Furthermore, for a hierarchical structure to work, individuals 
within the structure needed to respect others in the hierarchy. If this respect was absent, the 
team would not work collaboratively, and decisions made might be undermined, which could 
be detrimental to patient care.  
“So, there’s all kind of things where the wrong person can get asked if you have to 
hierarchical structure.” (FG1) 
“When you’ve got members that they can think that they can you know undermine say 
more senior members and things like that. They need to have that respect. I mean it all 
goes together doesn’t it? The respect, the hierarchies, seniority.” (FG3) 
 
Discussions in one focus group considered how hierarchies should be determined for example, 
experience or knowledge; however no overall decision was reached.  
 
Patients recognised the differences in expertise between healthcare professionals and felt that 
a mix of experience (years qualified) was important in effective teams. Healthcare professionals 
who were recently qualified were considered to have up-to-date clinical knowledge and skills 
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but the practical experience of making patients better could only be achieved though through 
years of clinical practice and exposure to non-text book cases. Furthermore, it was evident that 
participants felt that a team approach to care would be more effective than being cared for by 
one individual. Participants felt that it was not possible for one individual to possess and the 
knowledge, skills and competence required for the holistic care of a patient. 
“I’ve met plenty of medical students who are now qualified who have wonderful 
communication skills with people, but I wouldn’t say they’ve got the widest knowledge 
base.” (FG1) 
“They could have all the knowledge but they might not have the greatest skills with 
talking with patients or they might not be able to deal with certain types of patients so 
there is a generational thing.” (FG2) 
 
Furthermore, the overall teams' knowledge, skills and competence was considered a more 
important factor than an individual’s knowledge, skills and competence. 
“Half the problem in any of those professions is we are all different people, different 
levels of compassion and insight. You know there’s a spectrum for Asperger’s, autism 
and stuff like that and some people are better able to do it.” (FG1) 
“I don’t think everyone can have all qualities. I think the team needs to maybe bring a 
good quality each to make the team effective for everyone, whoever is dealing with the 
situation. You do need a good listener, someone who knows what they’re talking about 
not just talking to you about it and like obviously someone to offer you that kind of 
support and help you go through the challenges that might come. Also, someone who 
can support the family. Because I think, sometimes it can just be more about the patient 




A leader was perceived to enhance a team’s effectiveness and discussions. Participants 
described how the role did not reside with one individual but moved around a team or could be 
split across more than one individual. 
“It’s like a baton that’s passed on.” (FG1) 
“It could be that the leadership role as such is split you know across. It doesn’t 
necessarily have to reside in one person but I think if there could be a central person. If 
the case evolves then whoever was leading it to start off with may not be the 
appropriate person anymore.” (FG2) 
 
The challenges of this fluid role was also acknowledged by participants and the need for trust 
and respect of others in a team were seen as key to this happening effectively.  
“It takes a lot for the in-charge person to sort of handover the reigns to someone else. 
Even if it’s only temporary. But if you’ve got respect for each other within that team then 
you can enable other people to take that role.” (FG2) 
 
Knowledge, skills and competence 
Patients also wanted individuals in teams to recognise and respect the knowledge, skills and 
competencies of others and signpost them according. This was not perceived by patients as 
team members acknowledging gaps in their knowledge base or their own individual 
weaknesses but as a strength of an individual’s character and overall team performance. One 
participant felt knowledge within a team was an underlying building block, which in the 
absence of, many of the other characteristics identified would be irrelevant. Furthermore, team 
members need to be able to recognise the skills of others. 





The skill mix within a team was seen to have a “synergistic” effect.  
“They’ve got completely different skills altogether, but they work together. Synergistic.” 
(FG2) 
Team members’ ability to reflect on their own skills and competence was also identified as an 
attribute. Patients recognised that different team members would have different strengths and 
weaknesses, and this was not perceived as a concern but the awareness of these by individuals 
was deemed important.  
“You’ve mentioned about knowing their limitations, as to not sort of go beyond their 
knowledge and know when to refer to someone else.” (FG1) 
“To be aware of not knowing and not being able to do something like that is not 
necessarily means that they’re a failure. Doesn’t necessarily stop them being able to do 
the job. Just mean that they need to be aware of what their personal strengths and 
weaknesses.” (FG1) 
 
Peer learning within a team was also highlighted and considered important in developing 
knowledge, skills and competency. 
“The oldest can learn from the youngest as well. They’re enthusiastic and sometimes a 
younger doctor or healthcare professional can know more because they’ve researched it, 
they’ve looked in to it, they’ve got the enthusiasm for it. Just because you’re the most 
qualified, doesn’t mean that you can’t learn from younger people.” (FG3) 
 
Importantly, participants highlighted the lack of awareness patients often have in relation to 
the knowledge, skills and expertise of different individuals and how this information needed to 
be publicised and available to patients otherwise patients perceive that they are being treated 
by the most appropriate person and a professional who had the expertise to treat them.  
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“Most GP practices have specialist diabetes nurses that are probably got more unique 
qualifications for diabetic care and control and are much better and more approachable 
and more up-to-date with medications and treatment and things. But if a patient isn’t 
aware that that person is probably more specialised and is probably more up to date 
with recent treatment.” (FG3) 
 
Professionalism 
Respect for their peers was highlighted by participants in focus group discussions as an 
important attribute. Individuals should have respect for the knowledge, skills and competencies 
of others in their team. Furthermore, individuals should ensure the most appropriate member 
of team undertake tasks or roles and be comfortable and confident in allowing patients to be 
treated by the most appropriate person. Respect for others was seen as key in facilitating this 
approach.  
“Exactly what I was going to say. Respect for the other person’s expertise and their 
knowledge and what they can bring to the healthcare as well.” (FG1) 
“You have to take direction from the people who are around to say. And that’s where the 
respect comes in as well. You know, all good consultants shouldn’t need to demand 
respect because people should just respect.” (FG3) 
 
Participants were aware that professionals had standards that were expected of their 
professions and a lack of respect for others was seen as unprofessional. They also felt, that if 
individuals did not respect others in the team, the patient should not be privy or exposed to 
evidence that this was indeed the case. If the latter was the case, patients would themselves 
lose confidence and respect for the team. 
“I think it’s really unprofessional and I think that as a healthcare professional you have 
to - it’s part of your code of conduct to be professional and you you’re breaking that if 
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you don’t aren’t shown respect and I really think even if you feel that way about 
somebody you should deal with it in house and it should never be portrayed to the 
patient. Because I really think that façade of one unit is really important.” (FG3) 
“The midwife sorry, relayed the story to her and she went “Don’t worry it will be fine. She 
doesn’t really know what she is doing “and I was a bit like “Oh my goodness – she 
doesn’t know what she doing” so I mean, the different health professionals in the same 
team is great but I think they need to be able to back each other up.” (FG3) 
 
Camaraderie and support between team members was also seen to be a team attribute. A 
supportive environment was seen to promote individual healthcare professionals maximise 
their roles within teams. In doing so, this allowed the team to fulfil its potential and created 
team unity. Team members being supportive of each other, was seen important to ensure 
peoples’ individual skills, knowledge and expertise was maximised. Participants felt that this 
reinforced acceptance in a team of an individual’s position. 
“I don’t know whether you’d call it an attribute that teams are supportive of each other. 
They have to kind of be supportive of each other to kinda get the best out of the team as 
a whole, though you know supporting individuals.” (FG2) 
“It’s not just leaving them to kind of struggle with their angle or their position in a 
team.” (FG1) 
 
Professionalism of teams and individuals in teams was seen to impact on a patient’s perception 
of the quality of care that they were receiving. There was a consensus that this perception, if 
negative, could delay patient recovery as a result of their belief as to the quality of the care 
they perceived they had received. The extent of this impact and outcome would vary from 
individual to individual. 
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“Not necessarily impact on your care but I think it impacts on your perception of your 
care and therefore it may impact on your speed of recovery for example, because you’ve 
really got to believe that what’s, there’s all this mental aspects of health and emotional 
ways of looking at it aren’t there.” (FG1) 
“If you don’t trust the people treating you, you are less likely to respond to the treatment 
they give you than if you do.” (FG2) 
 
A team’s ability to show compassion to patients was identified as a team attribute by 
participants. Participants felt that this showed a team cared and they felt that they were being 
looked after as an individual. This resulted in participants perceiving that they were receiving 
good care and gave them confidence in that team’s ability. 
“I don’t think you want them treating you. You know, you treat everyone with respect if 
there’s no compassion there. It goes back to being wheeled around like a piece of meat 
on the table and in the bed on the ward. And would you get that perception that you 
weren’t being treated well. Yeah – they’re not interested.” (FG1) 
“I suppose it comes back to having a degree of empathy without being detached for the 
individual. I think that’s really important yeah.” (FG2) 
 
Participants felt that disagreement and conflict would always be present in a team and teams 
needed to have people who were effective in managing conflict or have processes in place to 
deal with conflict. 
“There’s always going to be disagreement isn’t there? You know I would imagine 
between nurses and doctors and even nurse to nurse and doctor to doctor, they might 
disagree on matters but there should be somebody at a senior level that can you know 
who can resolve it for them and say actually “This is the correct thing. This is what I 
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would do. Having more years’ experience.” And also, someone you can complain to. It 
sounds a bit harsh.” (FG3) 
 
Patients believed that any in-team disagreement should be dealt with discreetly and patients 
should not be aware of any team conflict. Being aware of disagreements or unrest in a team 
could lead to negativity of patient perceptions of a team. 
“That whole thing about misconceptions that I was talking about. If you end up talking 
to a disgruntled nurse. You know that sort of thing. You know we are all human. There 
are humans on each side. So you might feel anxiety as a patient if you start hearing 
someone who’s part of this team going “arggh” being upset or angry or for whatever 
reason so that might deliver misconceptions.” (FG1) 
 
This section has described the emerging theme: Characteristics of a team. The emerging 
subthemes in this section are listed in Table 4-4 
 
Table 4-4 – Phase 1 list of subthemes: Characteristics of a team 
Theme Subtheme 
Characteristics of a team  Communication 
 Team composition 




 Patient expectations of teams 4.4.2.3.
The theme patient’s expectations of teams, provides an insight into what participants expect in 
relation to health and social care provided to them by interprofessional teams. This theme 
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comprises the following subthemes: perceived purpose of a team, skills and competence and 
delivery of care 
 
Perceived purpose of a team 
The perceived purpose of a team was considered in focus group discussions and participants 
described their expectations of teams. The purpose of a team was deemed wider than solely for 
the provision of medical care; participants believed that a team should provide holistic care to 
both patients and carers and signpost according to the relevant individuals to facilitate this. 
There was an expectation that the team worked towards a common goal, with all team 
members having awareness of this goal and how it would be achieved to ensure continuity of 
care.  
“Holistic care is – its different views and different experiences, different expertise can be 
brought to the same case. So, I think it’s that holistic approach to care.” (FG2) 
“Working towards a common goal and knowing exactly what their objectives are and 
how they can, how they’re all part of, how they all achieve that goal you know, what’s 
required of them.” (FG1) 
 
Participants felt that a team approach would enable team members to openly discuss patient 
care in a safe and supportive environment. Participants thought this could facilitate better care, 
a holistic approach, staff development and a team spirit whilst minimising errors.  
“The whole point of having team is for someone to cast an eye over. So you know with 
your situation, if someone had done something wrong and someone saw that they had 
done something wrong. The way to retain confidence as well is to say “well that’s why 
we’re here. That’s why we’re a team. So, you know, we can see things and you know 
double check and things like that”. I think that way you get more assurance and that 
way the team are working together. What’s the point of having a team if you don’t work 
together? That’s the whole point of a team.” (FG2) 
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“I think if you look at it from a professional point of view it’s also for the practitioner. 
Because it gives them support and backup and means that decisions that are made can 
be more informed decisions if they‘ve had chance to discuss them at get different points 
of views. So that think there’s benefits on both side.” (FG1) 
 
Participants felt that small teams that linked together in delivering patient care provided an 
ideal model for delivering patient care. Larger teams were though to result in additional 
management requirements and logical issues.  
“I think there most certainly needs to be a smaller team which then the remit would be 
that if certain things are identified, that they will then you know, have sub groups which 
will then meet. I think that be sometimes as useful but then if there is a fuller discussion 
required that that subgroup is invited to the main group to present their views and 
opinions.” (FG2) 
 
Skills and competence 
Participants felt that individuals within teams would have different qualities and therefore bring 
something different to the team which results in a holistic approach to care.  
“I don’t think everyone can have all qualities. I think the team member needs to maybe 
bring a good quality each to make the team effective for everyone.... Because like that 
you do need a good listener, someone who knows what they’re talking about not just 
talking to you about it, and like obviously someone to offer you that kind of support and 
help you go through the challenges that might come. Also, someone who can support 
the family. Because I think, sometimes it can just be more about the patient and not 




However, there was a consensus that all individuals need to be able to communicate since all 
individuals would have to communicate to patients in order to fulfil their role. Participants also 
described communication as part of team members’ “bedside manner” and the cornerstone of 
integrated effective care.  
“I think all people should have ways of exploring you know good bedside manner you 
know. If people don’t do that well that’s the first line of communication – the bedside 
manner. The attitude of the person whether it’s the nurse of the doctor, the therapist. 
They’ve all got to have a good bedside manner and also things have got to be explained 
to people.” (FG2) 
“Do you then have support care whatever your condition might be? Are you going to 
have a support nurse visit you? Are you going to have a psychologist visit? Are you going 
to have home help because you’re now debilitated? It kinda ties into communication- it’s 
also about a well communicated implementation plan. A programme of care. It’s a sort 
of a plan – so it’s part of communication but it’s like.” (FG1) 
 
As a minimum, healthcare professionals should be introducing themselves.  
“Possibly the simplest thing of introducing themselves as a team. Because a lot of people 
won’t know they‘ve got a team.” (FG3) 
“The nurse could come and say “Hi I’m so and so. I specialise in this so I will be taking 
care of you.” (FG3) 
 
There was a strong expectation amongst participants that healthcare professionals should have 
an awareness of their own skills. Participants did not expect all team members to demonstrate 
all of the characteristics described above but they did expect healthcare professionals to be 
aware of their own weaknesses. Acknowledging one’s own weakness was not seen to be an 
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acceptance that they could not fulfil their role and responsibilities fully, but a strength since 
they demonstrated self-awareness.  
“Is that they are self-aware of things that are important to their professional delivery 
even if they are not the best person for it.” (FG1) 
“Cos I think the main thing about compassion is, like we said before, we’re all different 
with different levels of ability for that but what you need to be able to do if you’re a 
professional is say “I’m crap at that” but I need to be aware.” (FG2) 
 
Delivery of care 
Participants expected teams to be able to assess patient needs – medically and socially. It was 
felt that this could be achieved talking to patients and in doing so this would allow professionals 
to understand the extent to which a patient wanted to be involved in decisions about their 
care. Patients felt this could be achieved by all members of the team and in the absence of this, 
team members “were not doing their job properly” if this was not in place.  
“It’s important for that team to understand who the patient is. Not just in terms of their 
disease but their background.” (FG1) 
 
Patients felt strongly that individuals had a right to be involved in their care and decision 
relating to their care, but they felt that different individuals would want different involvement 
and that teams needed to be able to ascertain the level of involvement a patient required.  
“There should be an element of patient choice. To what extent do they wish to be 
involved?” (FG1-B) 
“You’re the expert that should be you’re decisions. You should be able to evaluate that 
so I think there’s also levels which patients need to be involved in the debate and the 




Patients also discussed how they wanted transparency. They wanted to have confidence in the 
team treating them and have information that would facilitate them having confidence in. 
Transparency and open communication were considered to facilitate this process. 
“I think as well, you want transparency as to like you say, the correct professional 
because even at the GP surgery, where they have teams now. They have the GP and 
obviously when you go to the doctors you want to see the doctor. But then they’ll have 
the nurses and things like that and very often they’ll say you’ll feel like you’re being told 
you’ve got to go to the nurse. Not because that person is the relevant person and you 
have confidence in that person just because there’s so many people and you’re sort of 
being passed on. So, you want to have that sort of transparency as to that this person is 
the correct person that your dealing with.” (FG3) 
 
It was evident from focus groups discussions where participants were from an older age group, 
that a family approach to care was considered valuable to patients. Participants reflected on 
the GP services prior to 2000, where many GPs were single handed GPs providing their own out 
of hours cover. Participants felt that this model allowed the GP to get to know each patient 
both medically and socially and therefore holistic care was provided. 
 
Participants reflected at length on the service provided by GPs in the past. They spoke about 
how a GP “knew every single family” and “knew every single person who walked in through his 
door”. This was considered a strength to the overall care provided. It enabled rapport to be 
built between the healthcare professionals and the patient and they felt that the healthcare 
professional would bring previous knowledge relating to families to the consultation which 
could directly impact on care treatment and prevention. Such an approach was to be seen as a 
positive and enhanced overall care of families and not just individual patients.  
“They knew the kind of history and they could kind of converse with you know on that 
important level – to do with the family. Because lots of things you know do pass down 
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through the family. So, the family history is really important, or they jump from your 
grandparents to your generation.” (FG2) 
“Because I think as well, it’s important for that team to understand who the patient is. 
Not just in terms of their disease but their background.” (FG1) 
 
One participant described the “Peckham Pioneer healthcare” model which existed in the 1920s. 
This model of care adopted a holistic family approach and participants agreed that the family 
approach would enhance overall care. There was also a consensus that, especially in relation to 
cancer care, family support and understanding of a patient condition and prognosis was as 
valuable as the support given to the patient.  
“There’s a very famous err in the 1920, there’s a thing called the “Peckham Pioneer 
healthcare” set up in London and as well as building a fantastic new building with a 
swimming pool in the 1920s and that was radical in the East part of London. They also, if 
you know, went to see your GP, you didn’t go on your own. You went with all your 
family. And they had these group discussions. So, they have one or two GPs, and you 
know, then the mother and father, children, grandparents, aunts and uncles and they’d 
all be there. They believed you know a family was kind of the most important component 
of people’s health really and if they could you know, identify that something wasn’t quite 
right in the family. They would be reviewed by at least two psychiatrists, a social worker, 
a GP and they can have somebody, a spiritual advisor like their minister. So those five 
people would police and discuss whatever the issues are with the person and I think 
that’s a team. And they make a very important decision about whether or not the person 
is safe to go home basically and not stay in hospitals so that’s quite a big team of people 
making decisions about one person who’s got serious mental health problems.” (FG2) 
 
There was an agreement that patient records should be shared to allow access to patient 
information. However, there was an understanding that this should already be happening, and 
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participants did doubt how this would actually be achieved in practice. It was suggested that 
patient held notes, as with midwifery care, was the solution. 
“I think quite a lot of these problems could probably be solved to some extent at least by 
proper computerised records and access to information like x-rays and ECGS and things 
like that.” (FG1) 
“I’m at the point now where I think we should probably a copy of our medical records 
that we possess. Tangibly in our hands.” (FG1) 
 
Some participants described how they received copy of letters and results following medical 
appointments. There was a consensus that this was good practice but that this did not happen 
in all areas.  
“Every time I go for a hospital appointment or any kind of appointment they say “do you 
want a copy of the data? Do you want a copy of the letters that I send out?” And they 
just tick the box on the form, and it does come to me through the post. But obviously 
that varies from place to place.” (FG1) 
 
Participants identified the transfer of care between interfaces as an area which was important 
to them. They described the expectation that all people involved in their care should have 
access to information relating to the patient to ensure that their care was continuous and that 
the experience of care across interfaces and in different setting was “streamlined”. 
“Streamlining handovers ’cos it’s not just that you are in hospital necessarily. It’s that 
you start off going to a GP, then you go to hospital, then you are handed over to, once 
you’ve left hospital, you’re going back to your GP.” (FG1) 
 
There was an expectation that the buildings, environment and surroundings that you visited for 
your care were “fit for purpose”. Participants specifically mentioned the design and layout of 
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new hospitals, and felt that these modern, bright, welcoming hospitals impacted not only on 
the patients’ experience but also the outcome of care especially in relation to mental 
healthcare. Furthermore, the latest technology should be available to teams and management 
system systems in place to support teams. 
“But I think we now that depression can affect your health, your physical health and I 
think one of the things the NHS needs to more of, and they ‘ve been trying to do it, is 
making sure your environment is nice.” (FG1) 
“At the moment, there’s a whole new number of children’s hospitals. There one called 
[name] in London. It’s an amazing new build. Nearby you’ve got [name] due to 
completed. Then there are buildings called which are to do with cancer care and they are 
just like drop in centres you know. They are not residential. People can go there. They 
have books and meeting spaces. Beautiful kind of places to go and kind of speak to 
people. Pristine.” (FG2) 
 
Participants had a mixed view on whether healthcare professionals should dress in a certain 
way. It was recognised that the older generation may have expectations relating to dress code, 
for example, suits and ties, but for the participants, dress code was not considered overly 
important.  
“Maybe the older generation expect you to wear a suit and tie. Behave in a certain way 
and dress in a certain way.” (FG1) 
 
Overall, participants expected professionals to be demonstrating professionalism at all times 






This section has described the emerging theme: Patient expectations of teams. The emerging 
subthemes in this section are listed in Table 4-5. 
 
Table 4-5 – Phase 1 list of subthemes: Patient expectations of teams 
Theme Subtheme 
Patient expectations of teams Perceived purpose of a team 
 Skills and competence 
 Delivery of care 
 
 
4.5. Chapter summary 
This chapter has presented patients’ and informal caregivers’ views on characteristics that they 
considered key in the delivery of care by interprofessional teams. Several key characteristics 
were identified that are considered important if a team is to be effective, alongside their 
experiences of interprofessional teams. The findings of this phase highlight characteristics that 
need to be present in effective interprofessional teams and “learnt” by team members at either 
pre- or post-registration to improve their experiences and outcomes of care. 
 
The three main emerging themes, along with their subthemes, are listed in Table 4-6. The 
themes identified were in line with those described in the literature and include 
communication, leadership and interpersonal relationships. Communication was considered by 
patient and caregivers to be the most important characteristics in teamwork and appears to be 
the area where the patient experience can be significantly improved. Patients views’ regarding 
characteristics were influenced by the patient’s own experiences (and that of friends and family 
members). This led to a limited understanding of characteristics relating to internal team 
processes that were not directly visible to them, such as regular team meetings and the need 
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for a shared goal. The potential impact on patient care was clearly described by patients 
reinforcing the impact that teams can have on patients.  
The next chapter of the thesis gives an account of the students’ understanding of effective 
team and associated characteristics alongside current opportunities within their undergraduate 
studies to support the development of identified teamwork characteristics.  
 
Table 4-6 – Phase 1 list of themes and subthemes 
Themes Subtheme 
Patients experiences of teams A team approach 
 Communication 
 Delivery of care 
 Hierarchies 
 The patient as part of the team 
  
Characteristics of a team  Communication 
 Team composition 




Patient expectations of teams Perceived purpose of a team 
 Skills and competence 







Cutler, S., Morecroft, C., Carey, P., & Kennedy, T. (2019). Are interprofessional healthcare teams 
meeting patient expectations? An exploration of the perceptions of patients and informal 
caregivers. Journal of interprofessional care, 33(1), 66–75. 
https://doi.org/10.1080/13561820.2018.1514373   
134 
 
Chapter 5. – Phase 2: Evaluating teamwork characteristics from the pharmacy 
students’ perspective 
The previous chapter identified the perspectives of patients and caregivers on interprofessional 
teams and the characteristics they perceived were essential in order for teams to be effective. 
This next chapter focuses on students’ understanding of teamwork characteristics and 
opportunities within the undergraduate pharmacy programme that they consider helps prepare 
them to work in interprofessional teams. This is the second of four phases in the programme of 
work. Having described the rationale in Section 3.8.2 Research rationale, the method in Section 
3.8.3 Research method, the data collection in Section 3.8.4 Data collection and the analysis in 
Section 3.8.5 Transcription and analysis, the findings are presented and summarised below and 
have been published in a peer-reviewed journal (Cutler et al., 2020). 
 
5.1. Introduction 
As previously discussed in Chapter 2 – Introduction, poor teamwork skills can negatively impact 
on the delivery of safe and high-quality care by interprofessional teams and, despite problems 
associated with teamwork being well-documented in the literature (see Chapter 2), there 
continue to be incidents reported linked to poor teamwork. Registered pharmacists need to be 
suitably skilled to practice in a variety of teams and as described in the outline for the 
programme of work (in Section 3.3 Overview of programme of work), it is important to consider 
pharmacy students’ preparedness for practice in teams.  
 
This phase of the programme of work attempts to broaden the literature available on this topic 
by investigating pharmacy students’ understanding of teamwork and opportunities for the 
development of teamwork characteristics within their undergraduate pharmacy curriculum. 
This phase adds rigour to the programme of work by exploring students’ understanding of 
teamwork and associated characteristics and will allow their perspective to be compared and 
contrasted with those of professionals from the literature review, patients and caregivers in 
phase 1 and educators in phase 3 during triangulation of data in Chapter 7. The findings of this 
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phase are important to the overall programme of work to inform characteristics of an effective 
interprofessional team and to inform recommendations on pharmacy education curriculum 
standards to facilitate the development of teamwork in pharmacy undergraduate students. 
 
5.2. Method 
This second phase of the research was an exploratory study of students’ views on 
interprofessional team characteristics as described in Section 3.8 Phase 2: Evaluating 
teamwork characteristics from the pharmacy students’ perspective. This phase involved focus 
group discussions with undergraduate pharmacy students from a NWHEI. The resulting 
discussions were transcribed and analysed utilising a grounded theory approach. This next 
section of the chapter will discuss the findings in detail. 
 
5.3. Aim and Objectives 
As described in Section 3.8.1 Aim and objectives, the aim of this phase was to explore student 
understanding of teamwork characteristics and their preparedness for future practice in 
interprofessional teams.  
 
The objectives were: 
1. To explore students' views on key teamwork characteristics needed to ensure effective 
interprofessional teams 
2.  To explore current opportunities within the MPharm programme to develop teamwork 
characteristics 
3. To consider the development teamwork characteristics in undergraduate pharmacy 






The findings are presented within this section including focus group demographics and the 
themes which emerged from the data collected during the data analysis.  
 
5.4.1. Focus group demographics 
Four focus groups were conducted in January and February 2015 in a room at a NWHEI lasting 
60 minutes, 61 minutes, 61 minutes and 66 minutes respectively. The average duration of the 
focus groups was 62 minutes. Two focus groups comprised nine third-year students and two 
comprised 10 fourth-year students as shown in Table 5-1. The response rate for third year 
students was 7% and for fourth year students was 8%. All focus group were level-specific, mixed 
gender, aged between 18-39 years and based on students who volunteered to participate and 
their availability to attend the focus group. In third-year focus groups, six (67%) participants 
were male and three (33%) female. In the fourth-year focus group, seven (70%) participants 
were female and three (30%) male; one student was a mature student, who had been part of 
the workforce prior to studying pharmacy, and one student was an international student. The 
demographic details of the participants can be seen in Table 5-1. As focus group data is the 
outcome of a discursive process, no quoted material is attributed to individuals.  
 
Table 5-1 – Phase 2 participant demographics 






1 (Fourth-year students) 6  FG1  2 5 
2 (Fourth-year students) 4 FG2  2 2 
3 (Third-year students) 5 FG3  3 2 





Coding of the focus group transcript data led to a total of 47 nodes being created, which were 
then combined and organised into themes and sub themes during the analysis process. 
 
Three main themes emerged during analysis, which are presented below. To help illustrate the 
themes, verbatim quotes taken directly from the data have been used. The provenance from 
the specific group is noted as shown in Table 5-1. The steps taken to ensure robustness of the 
analysis have been described in Section 3.7.5 Transcription and Analysis. 
 
 Student understanding of team characteristics 5.4.2.1.
The theme, student understanding of team characteristics, encompasses the aspects of team 
characteristics that students perceived necessary to facilitate effective teamwork. This theme 
consists of the following seven subthemes: communication, clear roles and responsibilities, 
mutual trust and respect, team dynamics, leadership and a patient-centred approach. 
 
Communication 
Students talked at length about the importance of good communication and interaction with 
patients. They recognised that communication referred to communicating with a range of 
people including healthcare professionals, patients, carers and other family members. Effective 
communication was seen as key in ensuring that a team was functional, organised and 
facilitated effective transfer of patient information between team members. 
“If there’s no communication between members and information is just not going to get 
passed on.” (FG4)  
 
Students across all focus groups agreed that the absence of effective communication could 
result in key information not being transferred between team members. This could result in 
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confusion over patient care, suboptimal care and possibly errors alongside patients being 
confused if they are given differing information. This could result in non-adherence with 
medication. 
“If the team aren’t communicating properly it’s going to be detrimental to the patient. 
Things don’t get done and there’s going to be medication errors.” (FG1) 
 
The need to adapt communication depending on individual patients, such as those with hearing 
difficulties, was highlighted across all focus groups. Student discussions focussed on verbal 
communication and were also mindful that the UK is a multicultural society, which could result 
in challenges if a patient’s first language was not English. Students described different ways to 
overcome some of these for example, communicating via a family member or an interpreter 
and the use of visible signs in healthcare settings providing key information. 
“Have what they have at some GP surgeries where the name flashes up when they [the 
patient] need to go in [to their appointment].” (FG1) 
“I suppose an efficient way to pass around information is always important. Like in 
pharmacies we have like a communication book that people have to check.” (FG3) 
 
The patient story prompted students to consider the importance of communication between 
members of a team who are not healthcare professionals, for example between receptionists 
and hospital porters. Communication between such individuals was seen as key to the patient 
being in the right place at the right time and to the overall patient experience. 
 
There was a mixed view within the focus groups as to whether all the members of a team 




“If you’ve got one person who’s a good communicator and the rest of the team can just 
follow instructions, then you don’t necessarily need everyone in the team to be capable 
of communicating.” (FG1) 
 
Clear roles and responsibilities 
Students expressed that it was imperative that team members understood their own roles and 
responsibilities and those of other team members. In doing so, individuals would know what 
the expectations of them were, undertake this “agreed” role and ensure that they were 
suitable competent to fulfil these roles. Furthermore, roles of individuals within the team need 
to be clearly defined. 
“You need to understand each other’s roles and responsibilities.” (FG1) 
“Everyone needs to have defined roles.” (FG2) 
 
An understanding of the roles and responsibilities of others would also facilitate the provision 
of seamless care; processes would be more streamlined, and individuals would know how to 
refer a patient on without unnecessary delay.  
“Knowing your own role is the most important because I think until you understand what 
your role is, you’re never going to be able to do your job properly.” (FG1) 
“I think for everyone else in the group to do their job they need to know what everyone 
else knows, what their individual role is.” (FG4) 
 
If team members did not have this knowledge and awareness of the roles of others then it was 
suggested the overall performance of the team would be affected. 




A collective purpose was perceived to improve teamwork and patient care. Students described 
how this would also facilitate team members to fulfil their individual role and minimise 
confusion.  
“So everyone knows what the common aim is. So everyone’s working together towards 
that.” (FG1) 
“It’s just getting to basically reaching a common ground where you can work with that 
common ground to reach a common aim.” (FG3) 
 
However, it was suggested by students that even in teams with a common aim, some 
individuals are not interested in working towards the common aim, but they have their own 
agenda. It was considered the role of the leader to ensure the team and all team members 
were working towards the common aim. 
 
Some students felt that the ability of team members to compromise was important in teams 
agreeing and achieving a common aim. Negotiation and agreement of an aim would minimise 
disagreements in care and potential conflict in teams. 
 
Clearly defined roles were also considered necessary to enable individual team members to 
take responsibility for their actions. This would help prevent a “blame” culture and foster 
relationships between individual team members. 
“Ultimately all it needs is people to take responsibility for their own actions.” (FG2) 
“It’s taking responsibility for your own role in a team.” (FG3) 
 
Some third-year students suggested that an awareness of limitations of their own competence, 
and “being willing to ask for help” (FG3), was key to an effective team. 
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However, whilst students described the importance of clearly defined roles, a number of 
students considered the importance of “flexibility” of roles and responsibilities within teams 
Students mainly perceived this as the pharmacist being flexible and able to undertake other 
roles so that a team’s common aim can be achieved, such as the dispensing of prescriptions. 
“Pharmacists can handle other positions like what a technician can do or what a 
healthcare technician or a dispenser [can] do. Even some management.” (FG1) 
“By being flexible we can handle part of the other roles in a pharmacy.” (FG1) 
 
The benefits of such “flexibility” was also considered to facilitate patient-centred care, since 
patients could potentially be treated or cared for by one individual, thus limiting the need for 
multiple appointments with different professionals and additional visits. 
“That [flexibility] would be excellent for the team as a whole and the care of the 
patient.” (FG3) 
 
Students who did not share this view suggested that it would provide a lower level of 
specialised care to patient. In addition, individual strengths, skills and competencies would be 
lost. 
“Do you not find that that goes against the flexibility thing? If you want to make the best 
use of people so you can highlight their strengths, as opposed to having someone who 
can do everything - like your Jack of all trades and master of none.” (FG1) 
 
Mutual trust and respect 
Mutual trust and respect was thought to facilitate an open culture where individuals would feel 
at ease communicating with each other, probing or challenging decisions relating to patient 
care. Mutual trust and respect were seen to result in a happier workforce where people would 
feel comfortable working in the team. This would result in “bringing out what’s best in each 
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person” (FG4). Fourth-year students also felt that it was important to respect those roles. This 
included and an awareness of how individuals’ knowledge, skills and competencies contributed 
to patient care. This would facilitate a team to work more closely together as team members 
would recognise when to involve them. 
“Respect because that covers a lot of the like, you said, of respecting the different roles 
and different people’s skill set.” (FG2) 
“You don’t trust them to get on with it …… if you have a lack of trust or lack of respect.” 
(FG2) 
 
Students in all focus groups spoke about how a lack of trust and mutual respect between team 
members, and team members and patients, could lead to gaps in service delivery and patient 
care. Students described how deficiencies in trust and mutual respect could result in a lack of 
communication between individuals, harmony within a team and working towards a common 
aim.  
“I think there’s a certain element of trust in teams because if you don’t trust your other 
team members, there’s going to be things that fall through and people will be afraid to 
say stuff.” (FG1) 
“You need a lot of trust. I think that’s a really important thing. There’s no point working 
in a team if there is someone who you are not sure [about]... Your whole team sort of 
falls apart because you are not going to tell on that person at all. The whole team, the 
work that the whole team is doing could be jeopardised.” (FG3) 
 
Students felt that individuals who had a lack of respect for others would impact on an 
individual’s performance, for example, students described how a lack of respect for a leader 
could result in an individual making an active decision to go against the recommendations for 
treatment. A lack of trust was also perceived to lead to individuals working against guidance, 
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procedures and agreed decisions. Such actions could impact directly on patient care leading to 
significant patient harm.  
“If the team didn’t trust the team leader then you could have people going behind, you 
know, their backs …. You could have people, you know, going doing things they’re not 
meant to be doing.” (FG2) 
 
Fourth year students also felt that it was not just mutual respect of individuals but also mutual 
respect for the roles of others in the team. If there was an understanding of the roles of others 
in a team and respect for those roles, for example, understanding how their knowledge, skills 
and competencies contributed to patient care, the team would work more closely together as 
team members would be able to know who to involve when. 
“You want to sort of respect each other’s roles as well.” (FG2) 
“Respect because that covers a lot of the like, you said, of respecting the different roles 
and different people’s skill set” (FG2) 
 
Team dynamics 
Hierarchies, workload and compassion were discussed across all focus groups. Team hierarchies 
were seen as a positive factor that help members understand who was “in charge” of a team 
and allowed everyone to know their place and understand their role within the team better. 
“That’s why I was saying hierarchy - then everyone has a status and they know that this 
is, what I can do with my status.” (FG4) 
 
Compassion for, and an understanding of workload and pressures affecting other team 
members was perceived to reduce conflict in a team. It provided a better understanding of 
what might be hindering an individual to effectively fulfil their role. Also, this might facilitate 
support and changes in the team to help others, which could minimise mistakes. 
144 
 
“I think it’s important…finding out when someone maybe isn’t doing as well as they 
could, or helping each other in that sort of way or taking workload off others if someone 
is struggling.” (FG3) 
 
Students felt strongly that the attitude of individuals in a team will affect teamwork and that 
compassion had its limits. Effort and laziness of team members was highlighted as a main issue. 
This was not seen as related to knowledge and skill, but to an individual’s willingness to work 
and be part of the team. Students did not have sympathy for poor performance. Furthermore, 
they suggested that individuals who did not engage had a negative impact on the overall 
performance of a team, mistakes being missed and possible patient harm. 
“Everyone needs to be putting in effort but if someone is lacking then that is obviously 
going to hold the team behind.” (FG4) 
“You could be missing things, increasing the risk of error to a patient.” (FG2) 
 
However, students also recognised that the perceived lack of effort was not always intentional 
and good communication could make individuals aware of how they were perceived and 
facilitate change in individuals. 
“I think people sometimes think that they have done enough when maybe others think 
that they haven’t.” (FG3) 
“It goes back to the communication … it just takes someone to say “look, you know, we 
kind of need you to step up a little bit and do a bit more.” (FG2) 
 
That having been said, some students saw this compassion and sympathy as a weakness that 
could hinder patient care. Attempting to understand difficulties experienced by others might 
distract the team from its primary focus in providing patient care. 
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“I mean for everyone in a team to have that for all people - you’re not going to get 
anything done ‘cos you’re going to want to try and please everyone at all times.” (FG1) 
 
Students felt that it was important that you “were understanding” of your fellow team 
members and there were mixed views as to whether compassion was a required attribute. 
Compassion and an understanding of the workload and pressures affecting other team 
members was perceived to reduce conflict in a team, provide a better understanding of what 
might be hindering an individual to fulfil their role effectively. If individuals within a team 
understood others, then support and changes could be made within the team to help others 
and this in turn could minimise mistakes. Some students, who considered that this was a team 
attribute, felt it did not need to be an attribute present in all teams and was dependent upon 
the nature and remit of the team. It was also suggested that if the leader demonstrated 
compassion that in itself would make a difference in teamwork. 
“I think people need to have an awareness of what other people within the team are 
working on and the pressures that are on them so that everyone can kind of take, can 
kind of share the load between them really.” (FG3) 
“I think it’s important … finding out when someone maybe isn’t doing as well as they 
could or helping each other in that sort of way or taking workload off others if someone 
is struggling.” (FG3) 
 
Some discussions amongst students built on this citing empathy towards both patients and 
other team members as a key attribute. However, it was recognised that it was difficult to 
quantify. Some students felt that this was an inherent quality within people. 
“Everyone should just have that” (FG1) 
“It’s difficult to say in a team that you’re not empathetic and um you can’t say how 
empathetic someone needs to be.” (FG1) 
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Focus group discussions suggested that individuals lost empathy as they became “stuck in their 
roles”, forgetting about the bigger picture. 
“They are sort of stuck in their roles and they’ve sort of forgotten that they are treating a 
patient.” (FG3) 
 
There was a consensus across discussions that unity within a team was important. A unified 
team was seen to achieve targets, have good communication and provide good patient care 
with individuals working together effectively. A unified team was seen to work collaboratively 
to achieve a goal or target, whether this is the sharing of workload, problem solving or seeking 
advice. 
“So it’s sort of judging the situation as well and figuring out as a team what’s the best 
way to tackle it.” (FG3) 
“In every team you need to be sort of unity because if there is dispute amongst members 
in the team then again you are unable to achieve something.” (FG2) 
 
Conflict within a team was seen as a factor that caused poor communication as there was the 
potential for individual team members to avoid communicating with others. Furthermore, 
conflict could lead to a lack of mutual respect and trust which could affect teamwork even if 
individual team members remained professional. 
“You’re always going to have disputes. You’re always going to have a difference of 
opinion, but it is how you deal with those differences.” (FG4) 
 
Leadership 
There was an overall consensus that leadership was fundamental to a team’s effectiveness, 
however, students viewed leadership in terms of a team leader rather than a sense of 
leadership across a team. 
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“[The leader] is probably the most valuable sort of person in the team in terms of what 
they can bring to the team.” (FG4) 
 
Students believed the role of the team leader was to “organise and delegate” (FG2), including 
allocating work, arranging meetings, settling disagreements and making decisions to ensure 
aims and targets were achieved. 
“You need someone who can, you know, pull it together and makes sure deadlines and 
things like that have been met.” (FG2) 
“This person basically arranges the meetings, making sure all the work is done by the 
other members.” (FG3) 
 
Of particular note is the view of fourth year students felt that a leader was someone who “can 
see the bigger picture” and “look at the strengths and weaknesses of each team member and 
the skills they can bring and use them collectively to complete a goal or task” thereby bringing 
“the best out of everyone” (FG2). 
 
One fourth-year group deviated from the idea of an overarching team leader and explored the 
notion of collective leadership. They felt that some teams could be effective in the absence of a 
single leader if the individuals making up that team were motivated, had a common aim and 
were part of a cohesive team. 
“You can have situations where everyone agrees on the same thing. They all know what 
they want to do to and they just move forward with it, without a leader.” (FG2) 
 
It was suggested by one focus group that the patient should in fact be the leader of the team. 
As the patient would be the individual who made a final decision on their care, they were seen 
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to be the one who would lead the team to a shared goal that they were in agreement with. 
Discussions in a separate focus group, suggested that the leader of a healthcare team did not 
need to be a healthcare professional.  
“I mean you could say that the patient is the leader. They’re the one who are sort of 
going to have that final decision at the end of the day on what they want to do.” (FG3) 
 
Discussion amongst students in the focus groups considered how incentivising teams to achieve 
targets was beneficial to improving patient care and enhancing teamwork. The overall 
consensus was that this depended on individual team members and whether such initiatives 
were motivating for individuals. 
“Some people respond really well to other people, you know, really don’t like 
competition.” (FG4) 
“Some people say that’s [competition] is really good for teamwork or some people say 
that just a friendly, happy positive working environment will get the best result.” (FG4) 
 
A patient-centred approach 
Students felt that it was easy to “overlook” the patient but if a team valued the patient as a 
team member then this was less likely to occur. In a team where the patient was not seen as a 
team member, the overall patient experience would be affected and there could be general 
failings in the delivery of care. 
“There’s no consideration for what’s going on with this patient at this point.” (FG3) 
“They’ve sort of forgotten they are treating patient almost.” (FG3) 
 
Some students felt strongly that the patient should be part of the team. The patient was seen 
to be key to successful care. If the patient was not in agreement with decisions relating to their 
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care, adherence might be an issue which could result in the overall care of the patient being 
suboptimal and personal patient care failings.  
“I didn’t consider the patient as part of the team so all the things I was thinking that are 
conducive to the teamworking should have included things like, someone having 
responsibility for when a patient arrives, explain to them what happens. That would be 
considered a menial task but that would be the most important person in avoiding a 
situation like this.” (FG4) 
“You totally forgot the patient, how the patient is going to factor into the team.” (FG1) 
 
This section has described the emerging theme: Student understanding of teamwork 
characteristics. The emerging subthemes also described in this section are listed in Table 5-2. 
 
Table 5-2 – Phase 2 list of subthemes: Student understanding of teamwork characteristics 
Theme Subtheme 
Student understanding of teamwork 
characteristics 
Communication 
 Clear roles and responsibilities 
 Mutual trust and respect 
 Team dynamics 
 Leadership 









 Perceived impact of characteristics on patient care 5.4.2.2.
Students believed that ineffective teams and those lacking in key qualities discussed above 
could affect patient care. They felt that ineffective teams would make more mistakes which 
could lead to various degrees of harm to patients, ranging from a patient not being able to pick 
up their prescription when they expected to, to harm that could result in death of patients. 
Furthermore, even if no direct patient harm occurred, it was felt that the relationship between 
the patient and the individual healthcare professional or healthcare teams could break down. 
Patients could be dissatisfied with the care that they receive and potentially avoid seeking 
healthcare advice or services in the future. Students also suggested that if patients were aware 
of poor relationships between team members then this would also impact on a patient’s future 
use of NHS services. It was felt that if patients perceived a team worked well together, for 
example, no disagreement in the care they received, then patients would assume key 
teamwork characteristics would be present.  
“If there’s like a poor rapport between the GP and a pharmacist say, and there’s a 
mistake somewhere along the line in that prescribing process. Then they’re going to be 
less likely want to communicate with each other and then that can cause patient harm.” 
(FG2) 
“I think patients won’t feel confident with the treatment they are getting if they can see 
like the healthcare professionals that they are working, I mean are treating, are not like 
respectful of each other or the way act towards each.” (FG3) 
 
There was no overall consensus across the focus groups as to whether a team needed to exhibit 
all of the above characteristics in order to be effective or whether a team could be effective if 
some characteristics were absent. Some students perceived that if any of the characteristics 
were omitted, teamwork would inevitably be affected. There was the suggestion in one focus 
group that a team working across more than one geographical location with staff and patients 
in different locations, would require all the characteristics, whereas a team based in one 
location may not need all the characteristics. 
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“I wouldn’t think necessarily that there are more important ones. I would just say that 
without one or two of them then sort of, an effective team starts to breakdown.” (FG2) 
“I mean I suppose it would be good for the patient’s optimal health wouldn’t it. If one or 
two were missing it wouldn’t be the end of the world.” (FG4) 
 
However, overall there was a general agreement that communication and leadership had to be 
present. If there was poor communication within a team and a lack of leadership, the 
effectiveness of the team would be compromised.  
“I would say communication is the most important because everything else just builds up 
on that. That’s like the ground. The basis to everything else.” (FG3) 
“I would say communication, good leadership, and everyone knowing their roles but 
then I also think the appropriate amount of effort in their roles. They are the core 
foundations of a team. After that you could have a load of disputes here and there as 
long as it doesn’t sort of over boil.” (FG4) 
 
Students also recognised a number of factors that could lead to an ineffective team either due 
to the absence of characteristics in a team or individual(s) not exhibiting confidence in relation 
to teamwork characteristics. Whilst a team may have a leader, the leader may not be 
competent, and this could result in poor teamwork. Poor communication between team 
member and team members and the patient could lead to “miscommunication of information” 
(FG4) and poor patient care. 
 
It was also raised in discussions that if an individual team member was concerned about their 
own role and seeking attention, then this could lead to an ineffective team as they become 
focussed on their own goal and not the goal of team. An overall lack of cohesiveness in a team 
was perceived as a causative factor in ineffective teams.  
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The impact in patient care of a team that did not demonstrate the qualities of leadership or 
communication or other identified characteristics was varied. It was thought that this could 
range from a loss of trust in the healthcare team by the patient to a physical effect that could 
cause harm and possible death in a patient for example a drug interaction. 
“It’s just going to reduce the level of care that the patient gets. Patients lose trust in their 
healthcare team.” (FG1) 
“It can lead to patients taking the wrong kind of medication, leading to interactions and 
can lead to death.” (FG1) 
 
This section has described the emerging theme: Perceived impact of characteristics on patient 
care from a student’s perspective. 
 
 Current learning opportunities 5.4.2.3.
Students identified a number of teamwork-focused teaching and summative coursework 
activities, including university activities, placements and assessments. Furthermore, one 
student identified extracurricular activities as helping develop team characteristics e.g. sports 
teams and felt that students should be encourage to recognise such opportunities and 
associated personal development. 
“I think we could probably encourage people to do at university and as well be aware 
that that is an important part of developing and those are skills and that is real valuable 
use of time.” (FG4) 
 
Curriculum-based activities  
There was a consensus that whilst there were lectures and workshops in the first year of the 
course with a focus on communication, there was no opportunity to practise these skills 
through simulated scenarios or in the workplace. It was felt that students should be exposed to 
opportunities to do this in the first year and then build on their skills year-on-year. 
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“In the first year, we go through this, but we didn’t really have a real practice of this. 
Maybe we can start using these [simulation] a little bit earlier like in the first year. Like 
repeat in the second year and maybe we can do it well on third year.” (FG4) 
 
In general, students did not feel that they were developing teamwork skills. Group work was 
often aligned to a summative assessment and the group focused on achieving the assessment 
requirement and paid little attention to how they worked together and teamwork skills. 
“Instead of trying to work as a good team they’re more worried about the end of this. 
They need to have a piece of work to show for this and that’s how we are assessed.” 
(FG4) 
 
Students’ opinions and views on leadership were influenced by their experience of group work 
within the MPharm programme. It was generally perceived that leaders were not chosen but 
naturally assumed leadership roles. In their experience this meant that some students studying 
on the MPharm programme may not get the opportunity to undertake the role of a leader 
throughout the duration of the programme. As a result of students choosing their own leader 
within a group for group work activity, there could sometimes be two individuals who wanted 
to assume this role. The absence of a hierarchy meant that such a situation could exist and this 
in turn resulted in poor teamwork. 
“Within the group there’s always going to be that one person who’ll kind of, they will 
take charge.” (FG3) 
“I think sometimes when you see a team where there are two people who naturally want 
to take the lead it kind of falls apart because of subconscious rivalry that they want to 




In particular, students felt that both communication and leadership skills could be developed 
though group work, lectures and workshops. 
“Maybe have more formal [teaching] around developing leadership skills.” (FG1) 
“I think if it was a forced thing … if people were allocated to be the leader of the team 
when they were given the groups.” (FG1) 
 
There was a consensus that it would be beneficial to include more opportunities for students to 
participate in more interprofessional team-related learning activities. Students believed that in 
doing so they develop a greater understanding of the roles of others and develop leadership 
and communication skills. 
“In second year, I did the interprofessional learning with the medical students and … we 
worked as part of a team then and … we had to work alongside them.” (FG1) 
“So, we’re more comfortable communicating with other healthcare professionals 
because we’ve had that interaction.” (FG1) 
 
Students felt that participating in lectures or ‘question and answer’ sessions with other health 
and social care professionals would improve their knowledge of the roles of others in a team 
and also help break down barriers between professional groups. 
“Having some guest lectures from you know – I know they are ridiculously busy but a 
doctor coming in or a GP coming in and them saying how they feel they can be 
supported by a pharmacist and how they can support the pharmacist and kind of 
opening up that dialogue right from the word go.”(FG3) 
 
However, there were certain characteristics that students felt could not be taught or developed 
at university and one student felt that none of the qualities could be taught. 
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“I don’t think you can sort of sit there and listen to a lecture about how to be 
empathetic. You just. You can’t sort of teach any of them things.” (FG3) 
“I don’t think you can sort of teach any of them qualities. It something that’s learnt 
through practice.” (FG3) 
 
Placements and simulated learning 
Students also described how placements in community and hospital pharmacies allowed them 
to see a team in action where they could witness day-to-day experiences of pharmacists. 
“Hospital placements help really helped in defining the roles, our future roles as 
pharmacists especially if it’s going to be in hospital.” (FG3) 
 
Notably, fourth year students felt that the simulation sessions that they attend in the third and 
fourth year gave them an insight into healthcare teams and teamwork. 
“We work with nurses and medics for the first time, so we get an insight into what it is 
like to work within an actual healthcare team.” (FG1)  
 
Through simulation, students observed how characteristics lacking in team can impact 
negatively on teamwork and patient care. Students described how simulation gave insights into 
the negative impact on teamwork and patient care in the absence of key team characteristics. 
 
“We’ve seen time and time again, especially through simulation this year, if teams aren’t 
communicating properly it’s going to be detrimental to the patient. Things don’t get 
done. There’s going to be medication errors.” (FG2) 
156 
 
“So, because nobody was talking to each other the patient could have been given the 
wrong dose of adrenaline. Things just seem to fall apart if you’re not communicating.” 
(FG1) 
 
Fourth year students also reflected on their own experience at the fourth-year simulation 
sessions, describing how they felt that communication between healthcare professionals also 
facilitated an understanding of the roles of others and promoted teamwork that ultimately 
would impact on patient care.  
“When they realised…we could be of help to them, we started like communicating quite 
a lot between one another and, you know, that I found was quite good and it was good 
for them as they realised they had to and they don’t just have to rely on themselves to 
make a decision.” (FG1) 
 
An opportunity to go on more placements, widen the range of activities undertaken at 
placements and undertake more interprofessional workshops or simulation were cited in focus 
group discussions as ways of developing teamwork characteristics in undergraduate students. 
“So kind of more interprofessional days like that and that would help us because, you 
know, what the role of nursing is.” (FG1) 
 
The challenges and limitations in organising placements and simulation were recognised by 
students and whilst students perceived these to be beneficial activities, they also suggested 
classroom-based activities that could facilitate the development of characteristics.  
“We could have done smaller workshop groups maybe with the nurses coming here or 
even a few of us going out to one place and having a Q&A.” (FG3) 
“Maybe things like this [referring to patient story in the focus group]. Even then 
afterwards say like “what did you think? What qualities were useful? What did you do 
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The challenges and benefits of teamwork in assessments that involved group work were 
discussed. The need to work as a team to successfully complete the assessment and gain higher 
marks was recognised by all students. However, this appeared to be dependent on the 
individual team members and the relationships between each other.  
“I think it taught us how to work with different types of people.” (FG1) 
 
A number of students also felt that the Observed Structure Clinical Examinations (OSCEs) did 
not adequately prepare them for communication in practice as they lacked confidence when 
they needed to communicate with an actual patient or healthcare professional. Students felt 
this because OSCEs involved students communicating with other students or academic staff 
whom they knew and therefore did not necessarily reflect communication in real-life as a 
pharmacist. It was suggested that observing a pharmacist communicating with patients, for 
example during a Medicines Use Review, would be beneficial to their development. 
“So we do like our OSCEs you know and little things like that but it’s not like, it’s not the 
same as when you go out say on placement. You have to go and talk to a patient and we 
all panic because we don’t have that experience of being able to talk to an actual 
patient.” (FG1) 
“We don’t get the communication of communicating with a complete stranger.” (FG1) 
 
In general, there was an agreement that overall, students did not feel like they were developing 
teamwork skills since students focused on achieving the summative assessment, which did not 
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award marks for teamwork, and little attention was paid to the teamwork process and potential 
development of associated skills through a group work activity. 
“Instead of trying to work conducively as a good team, they’re more worried about the 
end of this they need to have a piece of work to show for this and that’s how we are 
assessed.” (FG4) 
 
This section has described the emerging theme: Curriculum opportunities and curriculum 
developments. The emerging subthemes in this section are listed in Table 5-3. 
 
Table 5-3 – Phase 2 list of subthemes: Curriculum opportunities and curriculum developments 
Theme Subtheme 
Curriculum opportunities and curriculum 
developments  
Curriculum-based activities 




5.5. Chapter summary 
This chapter has presented students’ understanding of teamwork characteristics, their 
preparedness for their future roles in integrated healthcare teams and curriculum development 







Table 5-4 – Phase 2 list of themes and subthemes 
Themes Subthemes 
Student understanding of teamwork Communication 
 Clear roles and responsibilities 
 Mutual trust and respect 
 Team dynamics 
 Leadership 
 Patient impact 
 
  
Curriculum opportunities and curriculum 
developments  
Curriculum-based activities 




Students identified a number of key characteristics that are considered important if a team is to 
be effective in line with those described in the literature. Communication and leadership skills 
were perceived to be the most important characteristics in teamwork and it was felt that 
exposure to further opportunities to develop these skills should be incorporated into the 
undergraduate degree programme in preparation for their future practice. Placements and 
simulations were recognised as valuable opportunities in which to do this. Changes to the GPhC 
education standards to support further placement opportunities, alongside appropriate funding 
will allow students to experience interprofessional teamwork which will ultimately help better 
prepare students for their future roles. 
 
This second phase of the programme of work has successfully met the study aim by exploring 
student understanding of teamwork characteristics and considering their preparedness for 
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future practice in interprofessional teams. Furthermore, this phase met the study objectives by 
exploring opportunities for students to develop teamwork characteristics as part of the 
undergraduate pharmacy education and for future curriculum development. 
 
The next chapter of the thesis explores the educators’ perspective on opportunities that 
students are exposed to within their undergraduate studies to develop teamwork 
characteristics. In addition, educators views and opinions on undergraduate pharmacy 
curriculum is explored in relation to teamwork. 
 
Publication 
Cutler, S, Morecroft, CW, Carey, P and Kennedy, T (2020) Are pharmacy students adequately 
prepared to work in healthcare teams? Pharmacy Education, 20 (1). 43-51.   
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Chapter 6. Phase 3 – Exploring teamwork characteristics and curriculum design 
from the educators’ perspective 
Having outlined the findings from phase 2 of the programme of work in the previous chapter, 
this chapter describes the findings of phase 3 as described in Section 3.9. This is the third phase 
in the programme of work, involves semi-structured interviews with educators to identify 
current and potential opportunities for the development of teamwork characteristics in 
undergraduate pharmacy students. 
 
6.1. Introduction 
In order to better prepare students for their future roles within interprofessional teams, as 
discussed in Chapter 2 – Introduction, it is important to consider how teamwork characteristics 
are taught and developed within the undergraduate curriculum and consider if undergraduate 
pharmacy curriculum should be adapted.  
 
This phase of the programme of work attempts to broaden the literature available on this topic, 
by investigating educators' perspectives on the development of teamwork skills within the 
undergraduate pharmacy curriculum. This phase is important to the overall programme of work 
as the findings provide suggestions for potential curriculum development in relation to 
teamwork practice. This phase adds rigour to the programme of work by exploring the 
educators’ perspective on key teamwork characteristics and will allow their views and opinions 
to be compared and contrasted with those of professionals from the literature review, patients 
in phase 1: Evaluating teamwork characteristics from the patients' and caregivers' 
perspective, and students in phase 2: Evaluating teamwork characteristics from the pharmacy 
students’ perspective, during triangulation of data in phase 4: Recommendations for pharmacy 




The findings of this phase are important to the overall programme of work to inform 
characteristics of an effective interprofessional team and those which should be developed as 
part of a students’ undergraduate curriculum to better prepare students for their future 
practice as part of the health and social care workforce. Furthermore, this phase will consider 
how characteristics could be developed and inform recommendations for the education and 
training standards for pharmacy students.  
 
6.2. Method 
The method utilised in this phase of the programme of work has been described in Section 3.9.3 
Research method. This phase involved semi-structured interviews with educators involved in 
the development and delivery of pharmacy undergraduate education within the UK. The 
resulting discussions were transcribed and analysed using a grounded theory approach as 
described in Section 3.9.5 Transcription and analysis. This next section of the chapter will 
describe the findings in detail. 
 
6.3. Aim and Objectives 
As noted in Section 3.9.1, the aim of this phase of the programme of work was to gain an 
insight, from an educator’s perspective, on the development of key teamwork characteristics in 
undergraduate pharmacy education. 
 
The objectives were: 
 To consider the perceptions of healthcare educators on pharmacy teamwork 
characteristics  
 To identify key teamwork characteristics that could be developed through 
undergraduate pharmacy education 
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 To consider how teamwork characteristics could be developed in undergraduate 
pharmacy education  
 
6.4. Findings 
This section will present and discuss the findings from this phase of the programme of work, 
including participant demographics and the themes which emerged during the data analysis.  
 
The transcripts were coded into nodes as described in Section 3.7.5. Transcription and analysis. 
A grounded approach was taken to code the data and 43 nodes were created. Following 




Nine semi-structured interviews were conducted between July 2016 and August 2017. The 
average duration of the interviews was of 31 minutes and 54 seconds, with duration ranging 
from 22 minutes and 3 seconds to 52 minutes and 20 seconds. A purposive sampling approach 
was adopted that involved inviting potential participants to produce a sample that was 
representative of the educators involved in the design and delivery of pharmacy education. 
Thirteen potential participants were invited to participate. A response rate of 77% was 
achieved. 
 
All participants met the inclusion criteria and none of the exclusion criteria. Participants were 
recruited from HEIs across the UK and from organisations involved in pharmacy education 
including the GPhC and the Royal Pharmaceutical Society. All of those that responded were 
interviewed either face-to face or via telephone depending on their geographical location. A 
range of educators were invited and those who participated included lecturers, senior lecturers, 
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programme leads and education leads with differing levels of experience and backgrounds in 
academia, practice and pharmacy education. All participants were registered pharmacists and 
had practised in healthcare teams at some stage since registration. To differentiate between 
interview participants, interview participants are referenced A-I as seen in Table 6-1. No new 
topics or perspectives were found to emerge after nine interviews therefore data saturation 
was achieved. All data was anonymised as part of the transcribing process and anonymised 
quotes taken directly from the data are used to contextualise the findings. 
 
Table 6-1 – Phase 3 participant demographics 







Area of expertise GPhC 
affiliations 
A  Male 40-59 >20  >20  Pharmacy Practice No 
B  Female 40-59 >20 10-20 Pharmacy Practice No 
C  Female 40-59 >20 <10 Pharmacy Practice No 
D  Male 40-59 >20 >20 Pharmacy Practice No 
E 
 
Male 40-59 >20  >20 Pharmacy Practice  Yes 
F  
 
Male 40-59 >20 10-20 Clinical Pharmacy No 
G  
 
Male 18-39 10-20 10-20 Clinical Pharmacy No 
H  
 
Female 40-39 10-20 10-20 Clinical Pharmacy Yes 
I  
 









Coding of the focus group transcript data led to a total of 42 nodes being created, which were 
then combined and organised into themes and sub themes during the analysis process. 
 
Three main themes emerged during analysis. The themes were based around characteristics of 
teamwork, current curriculum-based activities and potential curriculum developments related 
to teamwork, highlighted by participants. The steps taken to ensure robustness of the analysis 
have been described in Section 3.7.5 Transcription and analysis. 
 
 Characteristics of a team  6.4.2.1.
This theme considers characteristics identified by educators as key to effective teamwork. 
There was a consensus that teamwork was an important feature of everyday practice for 
pharmacists. Educators identified several characteristics, in addition to clinical knowledge, that 
they felt pharmacy students should develop as part of their undergraduate education to 
prepare them for their future roles. These included: adaptability, understanding of roles, team 
composition, communication and decision making. 
 
Adaptability 
The changing and developing role of pharmacists was recognised and educators spoke at length 
on the need for students to be adaptable. This was described in the context of a student’s 
ability to adapt to different situations and their ability to adapt to the viewpoint and opinions of 
other individuals.  
“Increasingly they’re going to have to have skills of innovation, adaptability to different 
settings, different roles. Just like in England, in Scotland we have just had another 60 
million put into pharmacists working in GP practice. They’ll be doing more prescribing in 
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the future. They’re going to have to have come out with much more confidence around 
patient-facing activities.” (F)  
“They should be sufficiently experienced to be able to cope with different viewpoints, 
different perspectives.” (D) 
“I think it depends on the team that you are speaking about because they will jumping 
out of lots of different teams and I think it is interesting, and I think it probably is in other 
professionals as well, you might be leading a team within the pharmacy and then you go 
onto a ward were you are not leading a team so you’re changing that dynamic of the 
role that you’ve got depending on what team you are working within. I think that 
adaptability skill is really important.” (F) 
 
Furthermore, the diversity of teams in practice was acknowledged by educators. Teams in 
community and hospital pharmacy were seen to be very different and the roles and 
responsibilities of pharmacists varied accordingly. Different teams in the same workplace were 
also perceived to vary considerably, reinforcing the need for individuals to be adaptable to 
effectively work in teams. 
“In terms of your day, you maybe start off in one area. Then you might move somewhere 
else where that team dynamic is changing and shifting. I suppose if you’re not leading 
the team, the type of leadership that you get might be very different. One might be 
dictatorial in the morning but the next one might be much more open and relaxed and 
much more inviting.” (F) 
“I think that we should prepare them better for working in teams but one of the issues 
that I have with my colleagues when they try and do that is that they forget that there 
isn’t just one team out there in practice. There are dozens of teams. They keep changing. 
Some are very small teams; some are very large multiprofessional teams. Some exist just 
for one patient. Some are wards. Some are other units. So, it’s very difficult and I think 
having an understanding about the roles of teams and the roles in individuals within 
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teams and how they’re roles may change, not only between teams, depending on 
circumstances of that team, the situation is important.” (A) 
 
In particular, one educator highlighted cultural diversity amongst students and the need for 
students to demonstrate cultural competence during their studies and their future workings in 
interprofessional teams was highlighted. In order to be culturally competent, a student’s ability 
to adapt was considered necessary. For example, scheduling student-led activities to allow 
students to attend Friday prayers. 
“Within our student cohort we have a very large international population, so we have a 
lot of cultural language diversity that has be taken into account. We’re also no different 
from any other institution in that we have about 10% of students with disabilities and 
the ability to cope with things like that. So, we would expect them to be sensitive to 
those and work effectively.” (D) 
 
Understanding of the roles 
Students being able to understand their future roles and the roles of other health and social 
care professionals were highlighted across the interviews. In understanding the roles of others, 
it was perceived that this would result in a better “appreciation” (F) of the various team 
members. Furthermore, an awareness of knowing the limitations of their competence within 
their individual roles was important. (A, C) 
“So they know about the profession and the role, the pharmacist, or, if they’re nursing 
know about their own role and the profession and then they should know about each 
other's roles and where they can collaborate to improve patient care.” (I). 
“Knowing when it’s your responsibility verses the responsibility of another in the team, if 




One educator expanded on this further highlighting that boundaries of practice were an aspect 
of teamwork that individuals needed to be aware of.  
“Knowing the boundaries if you like. The boundaries of practice. Or even if those 
boundaries are negotiated. That’s fine. But just having that awareness if that’s what 
needs to happen.” (A) 
 
Team composition 
There was a consensus that the knowledge and skills of all team members were key to a team’s 
ability to function. Furthermore, the importance of a range of staff within an interprofessional 
team was described. A variety of healthcare professionals within a team was seen to allow for a 
diverse, yet complementary, knowledge and skill set that was required to deliver for patient 
care.  
“I guess a good team has a complement of people with different skills set. So, there’s no 
point in having 10 renal pharmacists on a team if it’s for patient care. You need to have 
people with different skills such as a prescriber, a nurse to monitor the patient, a 
pharmacist with an expertise for example in renal, a dietician. You need to have people 
who bring in various skills to the team and a unique skill set to kind of try and improve 
the patient care holistically. So, everyone needs to have different skills really. As I’ve said, 
there’s no point in all members of the team having the same set of skills.” (G) 
“I think you need a diverse group of people that play the different roles and have 
strengths in the different roles and that needs to be recognised I think.” (C) 
 
The ability of the team members to value, respect and trust each other's contribution to the 
team was highlighted and was seen to facilitate team unity and performance. 
“How they get on. Accepting of each other. Taking on board what each other has to say. 
Valuing each other's opinions.” (B) 
169 
 
“For a team to perform well, they have to trust each other, and I think if you don’t have 
that I don’t then I don’t think you’ll actually move forward and work together. And with 
that mutual respect.” (C) 
 
One participant also felt that engagement and reliability of team members was also important. 
If individuals within a team were not contributing to the overall role of the team, this could 
cause upset and unrest within a team which in turn could impact on team unity. 
“People being reliable, keeping to deadlines being reliable – good engagement of 
different players.” (B) 
“What you don’t want I guess, is someone feeling that they are doing all of the work. 
And you don’t want them feeling that someone is doing nothing in the team as that 
creates a bad atmosphere.” (A) 
 
Most educators identified the need for a good leader in teams. A good leader was seen to 
ensure workload was shared appropriately amongst team members and also to manage any 
conflict that might arise in a team.  
“They should be competent and again a good communicator and share the load with the 
other members of the team so like everyone is kind of contributing equally to the team.” 
(C) 
“It’s better that you communicate with others, the people concerned and the leader of 
the team to try and resolve that.” (G) 
 
Communication 
Holistic communication skills were seen as key and educators were keen to reinforce that this 
was both verbal and non-verbal communication skills. Pharmacists needed to speak to a range 
of individuals including other pharmacists, healthcare professionals and patients as part of their 
170 
 
everyday practice and the ability to use appropriate language depending on whom you were 
communicating with was highlighted.  
“Excellent communication. And that’s the use of appropriate language which may be 
jargon here which is converse to patients. The terminology that other professions use. 
Verbal, non-verbal listening. (A) 
 
Some educators felt that verbal communication facilitated other key characteristics such as 
agreeing care pans and treatment goals with other healthcare professionals and patients. 
“The various team members need to speak to each other and agree on what the goal is. 
Agree on what the goal is. Agree on what the aims and objectives of the team are.” (G) 
“What the agreed outcomes are for the patient and communicating that at the start is 
important so that everyone knows what and where and that they’re bringing their own 
skill set to the team.” (G) 
“Negotiation skills with patients and other healthcare providers and really be able to I 
suppose make a difference to the patients, the practitioners, the pharmacy team they’re 
working within. I suppose within the team.” (F) 
 
Decision making 
It was considered important for students to have awareness that in their future practice they 
would need to be aware of their responsibilities within their role and be able to make decisions. 
Furthermore, an awareness of knowing the limitations of their competence. 
“Decision making and them knowing when it’s your responsibility verses the 
responsibility of another in the team, if there’s any particular decision and that links with 
accountability and knowing one's limitation.” (A) 
171 
 
“Decision making – ethical decision making, and they do that across all four years. They 
do more generic stuff. They have a specific workshop on decision making. In normal 
therapeutics they are doing general decision making.” (B) 
 
It was clear that this was a skill that needed to be developed over a student's undergraduate 
training, pre-registration year and initial practice. 
“Obviously as an undergrad, you’re starting off at much lower base and so your hurdles 
will be lower, and you expect by the time they come out of their pre-registration year 
and first couple of years of practice they should be.” (A) 
 
This section has described the emerging theme: Characteristics of a team, from an educator’s 
perspective. The emerging subthemes in this section are listed in Table 6-2. 
 
Table 6-2 – Phase 3 list of subthemes: Characteristics of a team 
Theme Subtheme 
Characteristics of a team  Adaptability 
 Understanding of the roles 
 Team composition 
 Communication 








 Current curricula activities  6.4.2.2.
There was a consensus that undergraduate courses should prepare students for their future 
team-based roles as pharmacists.  
“It’s about putting in systems of work and design those kinds of things so that they’re 
ready and fit for the workplace which I suppose is our ultimate goal for teamwork.” (E) 
“No matter what sector you go into, whether its hospital, primary care or community, 
academia, you’re ultimately going to be working with other people in a team. There are 
very few pharmacy careers I can think of when you’re not working in a team.” (C) 
 
Team-based activities 
Some HEIs described how they actively encouraged students to consider teamwork as part of 
their studies: its importance, the benefits and challenges of teamwork and spreading the work 
of a team. 
“We spend a lot of time trying to get them to work out actually what is a team, what are 
the benefits of it and what does that do to projects.” (D) 
 
Several curriculum team-based activities were described. Whilst some activities required 
students to form their own teams, others comprised pre-defined teams. 
“Within the pharmacy teams we do various things throughout the years. We do 
deliberately mix up the teams if we are putting them into teams to work within 
pharmacy.” (F) 
“We do a lot of workshops and students self-select [teams]. I don’t know any member of 
staff who puts them into groups. They tend to sit with their friends. The emphasis is 
always on what the objectives are for the session, in terms of what they want to learn, 
not necessarily the process or the skill of how they are achieving it.” (C) 
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The formation of teams was considered challenging. Some HEIs allowed students to self-select 
their own team members whilst in other HEIs, teams were randomly formed by academic staff.  
“Also how do you set up a team? Does it self-select? Is it prescribed? We have hundreds 
and hundreds of debates over whether it should be self-selection or not.” (D) 
“The biggest problem that they have when we put students in teams is when there is not 
that respect and they don’t get on with each other and teams still work. Often, unless it’s 
a specific issue where we see there is a specific problem, we say it’s part of real life and 
you need to learn to deal with it. You need to learn to deal with it and work with people 
and so you need to sort it out yourselves. Otherwise how are they going to learn? When 
you go into the workplace, staff will already be there, you have to learn to get along with 
them and work with them and so that’s just part of it.” (F) 
 
Furthermore, if team members expressed problems in their teams or with other team members 
there was a lack of knowledge on how this should be managed. However, resolving issues 
linked with teamwork was considered a successful outcome in teamwork. 
“What should happen if there might be problems in the team? How would we manage 
it? We were very fortunate that we didn’t have many problems but what we had to do 
was design an escalation process about how we are going to manage it. And the 
viewpoint was always more like relate counselling.” (D) 
“Our ultimate aim was getting that team together as one. Actually, a success for us was 
even if they’d all fallen out, we could get them to work effectively together. It’s getting 






One educator described how students naturally define their own teams outside of classroom- 
based activities and considered how these teams might be formed. 
“In a way I think students will almost define their own teams. I taught class-based stuff 
and if they’re given stuff to do like directed study or private study, they’ve almost 
defined their own teams. I think it’s quite interesting how they do that. Do they look for 
people who are similar to them or people that they like? Or do they look for people with 
complementary skills?” (F) 
 
There was some consideration of opportunities where students would consider the different 
team roles that can facilitate effective teamwork. These included students adopting the role of 
a leader, organising meetings and communication roles.  
“When it comes to final year, they do a big piece of work in our Public Health module as 
a team and we described to them the team make up before team meeting. Like one of 
them will take on the role of writing an agenda, someone will take the minutes of the 
meeting and they will rotate those roles and try and have different leaders within it.” (D)  
“We do quite a lot of problem-based learning and team-based learning as well to try and 
get them to start thinking about taking responsibility within the team. Assigning tasks 
within the team and bits like that.” (F) 
 
Two educators described how they incorporated activities to facilitate students to identify 
people's behavioural strengths and weaknesses.  
“I encourage the students to play on their strengths and to think carefully and cleverly 
about how to divide up the various tasks taking into account each person’s expertise and 
skill set. When we think about interprofessional learning we do lots of that.” (A) 
“We do some work with them on trying to identify different types of people within a 
team – who’s a completer finisher …. We do that initial bit in the first year around team 
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roles and getting them to think about. But I’m not actually sure how much we use that to 
allocate teams but almost to get them aware of what they are. But if at least you’re 
aware of the deficiency in your team you can try and think how we’re going to develop 
people. Usually you’ve got what you’ve got. It’s very unusual that you’ve got the choice 
to go and pick your team and if you do, I bet people don’t do it from a psychological 
team-based role- based perspective.”(F) 
 
One HEI described how mentors had been employed to meet with student teams throughout 
the academic year and facilitate discussions around teamwork. This had identified the different 
stages of teamwork that was present with the student cohort.  
“They have some very intense sessions to try and help them reflect. And for some teams 
their [mentor] role is to take them [students] from a really good position that they’re 
working at but consider how can you do even better. For others it’s “right this is a team”. 
Here are some of the roles you might like to consider. How might you organise 
yourselves better? We do spend quite a lot of time on the whole teamwork thing.” (D) 
 
Simulation–based activities were seen as a tool for improving teamwork and facilitated the 
development of teamwork skills such as the delegation of tasks. However, participants felt that 
the success of these activities was dependent upon the design of the learning. 
“There’s a group of five, six or seven of them and they can divide down the tasks. They 







Activities involving teamwork were considered to allow students to reflect on their own 
performance and recognise their own strengths.  
“One thing we notice with some of the teamwork is that they [the students] all try and 
do everything. Recognise your strengths. Play to them and that critical self-reflection is 
something that we do a lot of.” (D) 
 
There was recognition across the HEIs, that activities that involved teamwork were generally 
unpopular with students. Concerns revolved around other students who they had been 
allocated to work with.  
“We had a lot of heated feedback at the beginning. You stuck me with this person. I can’t 
get on with them.” (D) 
 
Communication-based activities 
It was clear from the interviews that the development of communication skills was a theme 
throughout all programmes which started in the students’ first year of study. A range of 
activities were described by educators across the HEIs that were currently embedded within 
their programmes that would help students develop the characteristics of communication. 
Activities included students undertaking presentations, patient counselling, discussions with 
prescribers and OSCEs.  
“We have a full strand in first year that goes from the most basic theory all the way 
through and then we have communication skills in every year.” (B) 
“In their dispensing we do proprietary dispensing. In respect of the communication, there 
will be intentional errors with the prescriptions. They’re might be a black dot interaction. 
There might be an overdose or an underdose. And they have to go back to prescriber, 
address the prescriber in an appropriate manner and get the problem rectified. We 
always tell them they have to go to the prescriber with a solution to the problem. Don’t 
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just go with the problem and communicate that appropriately. They get feedback on 
that then.” (G) 
 
One HEI described how debating topics where ethical considerations were relevant was used to 
help students develop communication skills. This activity supported students in the 
development of critical analysis and communication with others to express a view different to 
theirs. 
“They do ethical debates. So, they would be given a topic for example, should it be 
mandatory for community pharmacist to supply EHC regardless of their beliefs? Or 
should marijuana be made legal for medicinal purpose? The students are put into teams, 
so the teams come into play then. There is a for and an against. We assign them into 
teams, and I guess this is one of the limitations of the exercise is that they are put into a 
team regardless of whether they are for it or against it. They are told you have to debate 
for or against the motion because it would be too challenging. Otherwise you might have 
a case where one for a motion and six against it. So, we just put them into teams of 5 
and regardless of your view you have to debate for or against it. It enables them to 
develop their critical analysis and challenge the other team. There can be discourse 
between the two teams and they get into it and argue with each other and they are the 
best of friends at the end of it.” (G) 
 
Interprofessional-based activities 
The value of interprofessional team-based activities in facilitating the development of 
teamwork characteristics were recognised across HEIs. It was perceived that well-designed IPE 
activities could help students develop skills of communication, understanding of each other’s 
knowledge, skills and competencies, negotiating, challenging and making decisions and 




Activities, including pharmaceutical calculations and medicines information queries, were 
described in which pharmacy students were seen to be able to share and demonstrate their 
knowledge skills and characteristics. 
“The medics realise that the pharmacy students know more about it at that stage. 
Because during that process the pharmacy students are helping them use the BNF more 
effectively and so if, you like, in terms of the power dynamic, this is one of the only few 
times when it’s the other way around.” (A) 
“In second year, we do one with medical students in pharmacokinetics so again it’s 
calculating very simple drug regiments for things like theophylline and digoxin. Things 
with a very narrow therapeutic drug window.” (G) 
 
Interprofessional based activities between pharmacy, nursing and medical students were also 
considered valuable. 
“In third-year, we do interprofessional learning with trainee GPs. We do a journey of a 
prescription. So basically, we have model patients. So, these are real patient actors. They 
might have hypertension and they get the medication prescribed by one of the trainee 
medical students in a pretend GP office and they go off to the model pharmacy and get 
them dispensed. And there will be issues with the script and the pharmacist will have to 
feed that back to the GP.” (G) 
“We have this great IPE day in the third year. The students go off campus. They meet up 
with paramedics, speech and language therapists, adult nurses, two or three more 
professions and they all meet up and they have a whole day together. They are mixed 
up, told which table to sit on and they have a focus, something they need to work on 
together and I think they learn about each other. Different professions, different 
approaches to things as part of those discussions. They all enjoy it. They all get 




However, the challenges of interprofessional activities were identified as a barrier to successful 
implementation of IPE activities. It was perceived that it was inevitable that students across all 
programmes have different abilities and this can impact on successful IPE, especially if a team 
mainly consists of weak students. 
“The difficulty is introducing weak physio students in the 2nd year to explain to a weak 
pharmacy student what the role of a physio is and being able to answer the questions.” 
(A) 
 
Importantly, it was felt that students valued interprofessional-based activities and recognised 
the value of such opportunities.  
“Three or four years ago they used to find it uncomfortable. But then they realised the 
importance of it and even the weaker students, now it’s made very clear, why we are 
doing it.” (A) 
 
Furthermore, it was perceived by one educator that there could be a detrimental aspect of IPE 
if a student's knowledge was seen as weakness by a peer.  
“We haven’t even thought about looking at how the medics might perceive a fellow 
professional not knowing where a particular vein is. Do you see where I’m going? That’s 
the unexplored?” (A) 
 
Individual staffs’ background was also thought to influence the success of IPE and teamwork- 
based activities. It was felt that staff who worked within teams that were process driven and 
who themselves did not work in effective teams were less able to effectively facilitate the 
sessions and understanding teamwork was described as a “skill” in itself and the potential need 
for staff development. 
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“So perhaps if you’ve had a very classically driven hospital environment for example. 
Sometimes there can be “this is the procedure. Do not deviate”. It doesn’t happen very 
often. But trying to get people actually having the skill to really understand teamwork is 
something that we need. I think we could do a lot more around staff development. 
That’s one of our big challenges.” (D) 
 
Placements 
Placements were seen to expose students to registered pharmacists, other healthcare 
professionals and team environments. This was seen to help students understand the roles of 
others and their future roles.  
“They also have non-traditional placements whereby the student will observe, for 
example, going to a care home, or work with a mother and toddler group, or a self-help 
group alcohol drugs misuse, so that they are watching, if you like, the professional 
dealing with a patient rather than collaboratively working with them.” (A) 
“They have placements so you would hope they have observed that would help with 
that. They have placements in community, and they have placements in hospital in 
second and third year but I my observation of teaching for 12 years is, things that are 
obvious to me aren’t necessarily observed unless they’re pointed out. I suppose you 
would hope they would pick this up by observing what is going on around them when 
they are on placements but I think their focus at the beginning is you need to know what 
it is you are trying to achieve. Their focus when they are on placement would be 
completing their workbook, getting their case study presentation together and I don’t 







Educators perceived that students appeared to be concerned if team-based activities were 
linked to a summative assessment since they believed other students’ engagement and 
performance could and would affect their individual mark attained.  
“They’re going to pull my degree mark down.” (D) 
“In our fourth year, 100 out of 120 credit at year four were group work and they were in 
the same group for all the modules. So, they were with them all the way throughout the 
year. That did create a little bit of angst amongst the students.” (D) 
 
Across all programmes, communication skills were formatively and summatively assessed 
through presentations, dispensing and counselling-based activities. Assessments considered 
both verbal and non-verbal communication skills. 
“We assess the content of the presentation and also their communication skills and we 
would give them feedback on their communication skills such as eye contact and body 
language and not reading from notes.” (G) 
“When they have labelled and dispensed the prescription they will go out and a member 
of staff will pretend to be the patient and we will ask them a challenging question. Not 
even a challenging question but a relevant question to the product. They will generally 
counsel us, and we will ask them a question as a follow up to see how they deal with 
answering that question. The first six weeks in semester one are not assessed. They are 
entirely formative. We mark them in the exact same way. The same level of feedback. 
The 12 weeks in semester two do contribute towards the module and the marks 
compose of the communication and the clinical check and the legality of the script. 




In particular, HEIs agreed that OSCEs helped students develop valuable communication skills 
and provides a mechanism for student assessment of communication skills.  
“We have OSCE stations that relate to communication with another healthcare 
professional, a nurse or a medic, and sometimes that medic may use a word and the 
pharmacist or pharmacy student may not know what that word is. So may mention the 
name of a vein or something and so what the students are told to say is “look I’m not 
very good at anatomy so”, which goes back to understanding their knowledge and 
competence.” (A) 
“They are assessed in communication skills. We do general communication and then a 
lot of focus is on communicating with patients, but we also give them some scenarios 
like having to deal with angry patients, difficult doctors and problems with nursing staff 
on the ward.” (B) 
 
Whilst in some HEIs, students undertook summative assessments linked to group work, this was 
not widely used as part of assessments across programmes. 
“They do a SWOT analysis on a CNS drug. They have to produce a group presentation on 
a tropical disease and its management including pharmacotherapy. They’re both 
summative.” (A) 
“At the end of six weeks they submit a group piece of work on the group service 
development bid and then everybody in the group has an individual piece of work to 
submit as well so we’re assessing it at group level and they do really need to assign 
different tasks to the group and we ask them for a report on how they assigned the 
tasks.” (D) 
 
Peer marking was used in a number of programmes; however, educators were uncomfortable 
in this approach being heavily weighted in summative assessment. It was perceived that 
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students could influence an individual’s mark through peer marking and this might always 
reflect the actual performance of the students. 
“We’ve done various things over the years where we’ve tried to bring if you get a group 
mark, peer weighting based on effort and on the rest of it. We know the limitations with 
these things, and we’ve put them in and taken them out and all the rest of it. Just getting 
them to think about each other's contribution so we use a lot of it in formative 
assessment. Where we do have it in summative [assessments] we will rate it quite low. 
Just because there is the potential for student manipulation of that so I would much 
rather we focus on things about you know this is your team, this is your team's role.” (F) 
 
There was also a suggestion that assessment of teamwork skills could be pass or fail. 
“I think it could be formative. I think it could be summative but non-contributory. So, for 
example, pass/fail. Or it could be one of those elements whereby they have to pass four 
out of five things and that could be one of them.” (A) 
“They must be highly communicative and be able to communicate to all sorts of people 
and it’s just a life skill. Should be assessed. I’m sort of personally trying to move away 
from formative and summative labels of thing. If I was to give it a label it would be 
assessed in a way that reflects competence. However that is done but link it to 
competence.” (E) 
 
There was a mixed view as to whether students themselves were aware of characteristics to 
facilitate effective teamwork. 
“I don’t think so. I think it’s the sort of the thing that once they’ve been working for a few 
years they might look back.” (I) 
“I think they do because within the portfolio when we talk about team working, they’re 
the kind of things we get them to reflect on. I think our students when they reflect on it, 
184 
 
a lot of them reflect on how they get on with people rather than how effectively they 
work as part of a team. They tend to focus on what’s gone wrong or the usual, where 
someone doesn’t do the work and someone else has to carry it.” (C) 
 
However, at some HEIs, students on reflection, could appreciate the aim of the activities and the 
learning achieved, mainly in terms of achieving tasks within a timeframe or in advance of a 
deadline.  
“We got through the year and got to the formal feedback at the end, we started seeing 
comments like,” we can see exactly why you did that”, “it made sense immediately”, 
“actually we got to know each other.” (D) 
 
However, it was felt that the benefit of teamwork to patient care was not recognised by 
students, however, educators described this as an “aspiration” (D). 
 
It was clear that this was a skill that needed to be developed over a student's undergraduate 
training, pre-registration year and initial practice. 
“We don’t within healthcare think about this patient has got eight clinics to go to over 
four weeks. All maybe saying slightly different things about their medicines, health, 
lifestyle so where does the patient fit into the team. It’s something that we do really try 
and make them aware of. We do a lot of work with volunteer patients coming in to 
speak to students about things like that and thinking about maybe the patient is the 
team leader. Still on wards rounds you’ll find that the leader of the ward round is the 
medical consultant, who is maybe the least skilled person to lead the team and maybe 
you actually need someone who’s good at chairing meeting or organisation or whatever. 
And should it be the consultant or the nurse who is actually there a lot more. They tend 
to sort of appear on the ward then everyone will jump and right we now need to start a 
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ward round. A cultural thing. I don’t think that’s necessarily models of really effective 
teamwork.” (H) 
 
This section has described the emerging theme: Current curricula activities, from an educators’ 
perspective. The emerging subthemes in this section are listed in Table 6-3. 
 
Table 6-3 – Phase 3 list of subthemes: Current curricula activities 
Theme Subtheme 
Current curricula activities Team-based activities 
 Communication-based activities 





 Curriculum developments 6.4.2.3.
This theme considers potential developments to the undergraduate pharmacy programme that 
could support students in developing teamwork characteristics. It was evident that teamwork 
as a theme was in development across HEIs curriculum with some HEIs being more advanced.  
“We need to think much more holistically about the development of these individuals 
because we can consider their clinical skills here. We’ve got to assess clinical skills, 
patient counselling and all the rest of it but actually thinking about that dynamic as a 




There was an overall consensus that all healthcare students should be developing similar 
teamwork skills through their curriculum.  
“We might have different skills, but we all need the same values and characteristics. (B) 
I think it’s important to everybody isn’t. And our students are going to be working in 
multidisciplinary teams and so you would hope that everybody in that team would 
benefit from the same top tips. The same skills and so on.” (I)  
“The medics realise now they are doing more IPE the value of working as a team 
member and the expertise and insight other people can bring is valuable to improve 
patient care. Medics want more of it and can see how it benefits patient care.” (A) 
 
Development of further IPE involving social care staff and expanding exposure to healthcare 
professionals, in addition to medical and nursing students, was raised by most educators.  
“Social care – we don’t at the moment, but we have started to work with a group to 
start to try and develop health and social care IPE –an element or activity that can be 
done across the university and that will include social workers.” (A) 
IPE should be used so much more. Everything should be integrated.” (B) 
 
In contrast, one educator felt that there was no benefit to exposing students to social care staff 
as this as considered an aspect of advance practice and not required in early career 
pharmacists. 
“It’s hard for me to think what possible learning value could come from exposure to 
some of the social care problems the patients have other than its goin’ to be difficult 
when you’re a practitioner. I don’t think they’ll be any technical learning from this. I 
don’t think they’ll be any behavioural learning as such but there could be a recognition 
of added complexity to it and advance practitioners our advanced practitioners struggle 
with complexity so what therefore should our response be to young learners. I really 
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don’t know other than to say recognition of complexity is about the best we could 
possibly manage. At the moment we don’t have pharmacists providing social care 
directly, but they do need to understand changes to social care and policy development.” 
(E) 
 
One educator felt that whilst collaborative practice featured heavily in everyday practice and 
therefore ultimately effective teamwork skills were a necessity, the focus on undergraduate 
education should be on knowledge. 
“My big issue out of all of this is it’s impossible to have good collaborative practice 
unless we have demonstrable drug expertise and I think we’ve still got a long way to go 
with ensuring that our graduates and our pre-reg trainees and our day one pharmacists 
are actually sufficiently immersed in drug expertise when they practice. Never mind all 
this stuff about professional socialisation and how to work with nurses and all the rest of 
it. Do they know enough about drugs and medicines? And it’s impossible to have a 
collaborative profession working relationship unless you have some idea of what your 
scope of expertise is. Because otherwise you’re just part of a team flapping around doing 
nothing. A more fundamental question to me is do my day one pharmacists know more 
about drugs than and medicines than my day one doctors. That I think for me a more 
fundamental question than do they know how to work in a team.” (E) 
 
One educator identified the lack of evidence for IPE within the undergraduate curriculum and 
how the drive by the regulator was not evidence based although a “sensible” idea. 
Furthermore, there was no guidance from the regulator on the amount of IPE that should be 
present within undergraduate curricula.  
“Exposure to the environments – yes. Tick it’s a good idea. Understanding what doctors 
and nurses do – yes tick it’s a good idea. Having some joint learning with nurses and 
doctors – yes tick it’s a good idea. The evidence to support whether we become better 
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practitioners though is entirely lacking and those remain good ideas. They remain 
sensible ideas but there’s no evidence in the literature from what I can see that tells us 
how much IPE we should be doing in initial regulated education and training. I think 
personally the GPhC have no idea how much is enough or what constitutes a minimum 
exposure...there’s never really an answer as to how much is enough.” (E) 
“Absolutely – it’s a good idea. My sort of evidence beef is we don’t know how much that 
exposure is. Let’s put them in hospital one day in their fourth year or 10 days in their 
fourth year or one day in every year or one whatever. We just don’t know how much is 
enough. If the idea is to expose students to an environment and say to them this is what 
potentially it’s going to look like and feel like, there have it, job done. In theory you only 
need to do that once to a person. And they would sort of understand what the 
environment is before they join that environment. So, I’m probably committing some 
form of GPhC blasphemy with this, but you know I’ve got no idea how much is enough.” 
(D) 
 
There was a view that IPE should be part of post-registration training and not be integrated 
within undergraduate education due to the lack of experiential opportunities. 
“I’m less agitated by the undergraduate experience I have to say. I think that IPE 
becomes very much important as a CPD or CE component as careers progress… Because 
to my mind it’s an experiential thing and if you’re not experiencing provision of 
healthcare there’s less you can learn about collaborative practice or IPE.” (E) 
 
There was recognition, that the current curriculum and limited student exposure to workplace 
settings did not provide students with an understanding of future working as a pharmacist. 
Pharmacy teams in community pharmacy and secondary care were seen to be very different 
and this resulted in students needing to work in different ways and the need to demonstrate 
different characteristics. For example, a pharmacist working in community pharmacy could, in 
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theory, on the first day of their registration be expected to manage and lead a pharmacy team. 
Hospital pharmacy had staffing structures in place which removed this requirement and 
expectation. 
“I think it’s difficult to say to students exactly how it should work. We can make them 
aware of the complexity. I think it is difficult for 23/24 year old students going into a 
community pharmacy as the manager with no managerial experience with staff who are 
maybe very experienced, and I think that’s a really difficult dynamic. You’re then 
expecting this person to lead the team professionally, if not on a day-to day basis with all 
the individual tasks and I think even with more and more placements how we can help 
with that. I think hospital is very different – you’ll get bigger teams, bigger support team 
around you but maybe in community you’re someone trying to make a final decision on 
something. That doesn’t really happen in hospital to the same degree.” (F) 
“I think community pharmacy is, particularly if you’re not with the big multiple, is very 
unusual in that you might be put in a very responsible leadership role, quite early on, so 
being able to read that team, manage that team, response to conflict within that team.” 
(B) 
 
Furthermore, it was considered necessary to ensure that curricula adapted to future pre-
registration selection process. Placements were seen as a tool to expose students to teamwork. 
“If we mention when it comes to pre-reg selection there more likely to be a greater 
emphasis on teamworking. So, if we can use that as hook to introduce what the 
employers are looking for. Not only at pre-reg but placements instead of this is 
important, this is why, this is some questions you may be asked and the evidence to 
support that.” (I) 
 
There was recognition that the formation of an effective team took place over time and this 
was a rate-limiting factor that needed to be considered in any assessment of teamwork.  
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“The only difficulty for us is that teams take a long time to work together. When I use to 
work in hospital, I was really very confident in the wards that were mine and they would 
listen to me because they trusted me. If I have to cover for somebody else, that was 
much much more difficult and if you’re starting to assess somebody who’s been 
somewhere a week that’s really difficult to assess their performance because you’ve got 
to bed in, get some sort of trust within the team. I guess with longer and longer 
placements this might be the chance to do that.” (F) 
 
The inclusion of personality and team role theory, such as Belbin and Myers Briggs, was 
suggested by some educators to enable students to recognise potential team roles and 
characteristics and traits that are associated with individuals. In doing so, students would have 
a better understanding of other people they were working with as part of group work and this 
could help with group work activities. 
“Myers Briggs - Why don’t we do something like that with our student? Because they’re 
going to have to work in teams, multidisciplinary team. It’s all about characteristics of 
the individuals.” (C) 
“We used to do stuff around different leadership styles and training around leadership. 
We also do various types of IPE activities so they will be working within interprofessional 
teams. Now some of those will be face-to-face.” (F) 
 








6.5. Chapter summary 
This chapter has presented educators’ understanding of teamwork characteristics, the delivery 
of these through the undergraduate curriculum and considerations for curriculum 
development. A summary of the emerging themes, along with their subthemes, are listed in 
Table 6-4. 
 
The findings of Chapters 4, 5 and 6 are triangulated in Chapter 7 where suggestions for further 
work and recommendations are outlined. 
 
Table 6-4 – Phase 3 list of themes and subthemes 
Themes Subthemes 
Characteristics of a team  Adaptability 
 Understanding of the roles 
 Team composition 
 Communication 
 Decision making 
  
Current curricula activities Team-based activities 
 Communication-based activities 








Chapter 7.  – Phase 4: Recommendations for pharmacy curriculum design 
This chapter of the thesis considers the programme of work as a whole. It triangulates the 
findings from each of the phases, discusses the implications of these findings and makes 
recommendations for pharmacy education curricula both in the UK and internationally. The 
chapter concludes with proposals for further research. 
 
7.1. Aim and Objectives 
The aim of this phase was to make recommendations on pharmacy education curricula to 
facilitate the preparedness of pharmacy students for their future pharmacy practice in 
interprofessional teams. 
 
The objectives were to: 
 Explore and triangulate the findings from phase 1: Evaluating teamwork characteristics 
from the patients' and caregivers' perspective, phase 2: Evaluating teamwork 
characteristics from the pharmacy students’ perspective, phase 3: Exploring teamwork 
characteristics and curriculum design from the educators’ perspective, and the 
literature review to determine the key characteristics associated with effective 
teamwork and examples of teaching, learning and assessment methods 
 To make recommendations on the teaching, learning and assessment teamwork 
characteristics within undergraduate pharmacy education.  
 
7.2. Overview of programme of work 
This thesis considers the characteristics of an effective team, the development of teamwork 
characteristics within undergraduate pharmacy education and informs proposals for curriculum 
design through qualitative research. Focus groups and semi-structured interviews explored 
patients’ and caregivers’, students’ and educators' perspectives on teamwork characteristics. 
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Triangulation of the findings within this chapter informs the proposals for curriculum design for 
pharmacy education. 
 
7.3. Methodological Limitations 
Each of the methods used within the individual phases have their own limitations. The 
robustness of the research across the programme of work is discussed in section 3.1 
Methodology. There is an inherent risk of bias during qualitative interviews or focus groups, 
and the researcher’s role as an educator and a pharmacist inevitably leads to the researcher 
having preconceptions. Although the bias cannot be eliminated, numerous strategies were 
employed through the programme of work to minimise the risk of bias. These have been 
discussed throughout the thesis. One particular strategy to reduce bias was the inclusion of the 
supervisory team throughout planning and data analysis. The team included a medic, a 
pharmacist (with a background in psychology) and an academic (involved in the education of 
other health and social care students with an interest in pedagogic research). This helped to 
provide differing viewpoints throughout the process. 
 
Focus groups and interviews were conducted in a way to minimise bias from the interviewer. 
The researcher kept an open manner throughout each interview, setting aside any 
preconceptions as much as possible. Questions were asked in an impartial manner and properly 
explained to all participants to avoid being misleading. The researcher’s background as a 
pharmacist and educator was beneficial to assist with understanding of any terminology used 
by the expert participants during the interviews. 
 
Within research, participants may be reluctant to discuss certain issues because they are 
concerned about confidentiality, causing problems or distress for themselves or others. 
Participants may also want to give socially desirable responses to be viewed favourably by 
others which could lead to misrepresentative data being collected. This was especially pertinent 
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in phase 2: Evaluating teamwork characteristics from the pharmacy students’ perspective, 
where the researcher was involved in the teaching, learning and assessment of students. As 
such the researcher was known to some participants, who may have responded to invitations in 
light of this and answered questions in a way that they may not have necessarily done so if the 
focus groups were conducted by someone else. As opposed to making efforts to negate this 
potential bias the researcher remained reflexive throughout the project, questioning why the 
data may look a certain way and accepting that it may look different if the study had been 
conducted by someone else. During participant recruitment and prior to data collection, the 
researcher ensured that participants knew information was confidential to minimise socially 
desirable responses. During all phases, participants were informed how their responses may 
impact on pharmacy curricula in the future.  
 
The research could have been enhanced by inclusion of a greater number of participants. Phase 
2: Evaluating teamwork characteristics from the pharmacy students’ perspective, participants 
were recruited from one NWHEI, and the pharmacy education and training standards have 
since undergone reform. Whilst this limits generalisability of the findings, the findings are still 
relevant to guide schools of pharmacy on ways in which students can be better prepared for 
their future careers in interprofessional teams. The views of other stakeholders such as 
employers of pharmacists and other health and social care professionals could also have been 
included and further research with other stakeholders may form the basis of future research. 
 
The researcher’s interviewing and analysis skills were developed throughout the research. 
Regular contact with the supervisory team and checking of transcriptions and coding ensured 








The concept of reflexivity was introduced in Section 3.11 Reflexivity. Reflexivity was embedded 
throughout the research process and supported the development of the researcher as a 
qualitative researcher in addition to helping to improve the robustness of the work.  
 
The researcher had several preconceptions before beginning phase 1: Evaluating teamwork 
characteristics from the patients' and caregivers' perspective, due to her experience as a 
pharmacist who had worked as part of a number of different interprofessional teams, including 
the lack of understanding of the role of a pharmacist and ineffective communication between 
teams, being the main preconceptions. These issues were highlighted by participants and the 
researcher strived to remain neutral during data collection so not to lead the discussions 
towards the researcher’s own opinions. These preconceptions were useful during the 
development of the focus group questions, as it meant that the researcher knew the areas that 
needed to be investigated. By being aware of her preconceptions, the researcher managed to 
write the questions and prompts objectively, without leading the respondents. Assistance was 
also sought from the supervisory team to ensure that questions were suitable. As topics and 
issues arose throughout the focus groups, the researcher questioned others about the same 
topics in later interviews to determine a variety of perspectives on the issues. When facilitating 
the student focus groups, the researcher’s background and knowledge of the MPharm course, 
allowed discussions to flow with minimal interruptions since the educator was familiar with the 
course content. This minimised interruptions by the researcher to seek clarification from 
students.  
 
A concern during phase 3: Exploring teamwork characteristics and curriculum design from the 
educators’ perspective, was that the researcher had been involved in the design of teaching, 
learning and assessments including IPE and simulation-based teaching which may have 
influenced the discussions. The reflexive approach used in phase 1: Evaluating teamwork 
characteristics from the patients' and caregivers' perspective, to carry out the research was 
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again utilised during this phase. The researcher attempted to remain open-minded during the 
interviews. Although familiar with IPE and simulation-based teaching, the researcher was 
unsure how other HEIs and educators perceived them and the extent IPE and simulation-based 
teaching was incorporated in their own MPharm programmes. As topics and issues arose 
throughout the interviews, the researcher questioned others about the same topics in later 
interviews to determine a variety of perspectives on the issues. During the telephone 
interviews with educators, responses included terminology used specifically in pharmacy and 
education. As a pharmacist and an educator themself, this limited the researcher needing to 
interrupt the flow of conversation to clarify responses.  
 
7.5. Key findings 
Evaluating teamwork characteristics from the patients' and informal caregivers' perspective 
was undertaken in phase 1: Evaluating teamwork characteristics from the patients' and 
caregivers' perspective. Literature around the patient perspective of teamwork was limited. 
Phase 1: Evaluating teamwork characteristics from the patients' and caregivers' perspective, 
broadens the knowledge from the literature on teamwork characteristics but from a patient 
viewpoint. Undertaking focus groups with patients and informal caregivers served as a useful 
starting point for the research, and provided topics for further exploration with other 
participant groups in the subsequent phases. Focus groups (Phase 1: Evaluating teamwork 
characteristics from the patients' and caregivers' perspective and Phase 2: Evaluating 
teamwork characteristics from the pharmacy students’ perspective) and semi-structured 
interviews (Phase 3: Exploring teamwork characteristics and curriculum design from the 
educators’ perspective ) were conducted across a wide time frame, allowing the researcher to 
undertake significant reflection and iterations to focus group and interview guides. The 
researcher also learnt the importance of employing pauses in facilitating focus group 
discussions whereby a question was posed, followed by a period of silence, prompting the 




This first phase highlighted several significant findings such as patient experiences and 
expectations of teams, the characteristics patients perceived to be required for an effective 
team, and the need for teams to adopt a holistic approach. As individuals, or supporting others, 
in receipt of health and social care, these are the people who can provide an indication of the 
effectiveness of teams and the characteristics that they considered to be important. The 
method employed allowed participants to speak at length about the issues of most importance 
to them, informed by their experiences.  
 
No major differences were identified between focus groups with regard to team working 
characteristics. The lack of effective communication, its impact on their overall care and other 
perceived team working characteristics emerged as being key from across all focus groups. 
Probing the issue with students and educators (Chapters 5 and 6) enabled exploration of how 
communication was taught and assessed within pharmacy degrees and consideration of any 
associated recommendations within pharmacy education curricula (Chapter 6). Team processes 
such as team meetings and reflexivity, identified in the literature as key in effective team 
working did not feature in patient focus groups discussions (Delva et al., 2008; Vyt, 2008). This 
may be since such processes are not visible to patients and/or caregivers and therefore the 
value of team meetings and reflexivity were not recognised. Patients expected teams to adopt a 
holistic approach to their care, that is considering the health and social care needs of both 
themselves and their family. From patients' experiences, many of the characteristics identified 
through the literature as key for healthcare teams to be effective, were lacking in practice. The 
trust that patients had in their care was inherent. Patients perceived all teams to be functional 
and providing optimal care unless their experiences resulted in them feeling differently. 
Organisational and environmental factors such as culture and co-location of team members, 
were recognised by patients as influencing their patient care (Section 4.4.2.1) (DiazGranados et 




Phase 2: Evaluating teamwork characteristics from the pharmacy students’ perspective, 
followed on from phase 1: Evaluating teamwork characteristics from the patients' and 
caregivers' perspective, by exploring teamwork characteristics from the pharmacy students’ 
perspective, opportunities for the development of teamwork characteristics undergraduate 
pharmacy curriculum, and their preparedness for future practice. As students who are currently 
exposed to undergraduate pharmacy education, this group was appropriate to comment on 
ways in which schools of pharmacy may better prepare graduates for teamwork. Current 
student awareness of team characteristics is important to determine their existing knowledge 
and to identify if further structured learning needs to be incorporated within curricula to 
increase their understanding and help prepare them for their future roles. Phase 2: Evaluating 
teamwork characteristics from the pharmacy students’ perspective, allows comparison of the 
students' teamwork knowledge with the patients' and current published literature. Having had 
contact with pharmacy students from other schools of pharmacy, some participants were able 
to draw useful comparisons between their own preparedness and the preparedness of others.  
This second phase identified that students recognise several key teamwork characteristics, as 
identified in the literature, and opportunities that they had within their undergraduate studies 
to support the development of these characteristics. Pharmacy students proved themselves to 
be an extremely useful resource in providing feedback on the teaching of teamwork within the 
pharmacy degree. Findings show that whilst there are opportunities within their current 
undergraduate studies to develop teamwork skills through group work, these are secondary to 
the learning outcomes of the group work and do not necessarily allow for or were designed to 
develop this characteristics. Pharmacy students stressed the benefits of exposure to the 
pharmacy environment to their preparedness for practice in interprofessional teams; however 
they also recognised the challenges of off-site placements and considered simulations to be a 
suitable alternative way to provide an opportunity to be exposed to a team environment. This 
phase highlighted the need for increased opportunities for the development of these skills 





Phase 3: Exploring teamwork characteristics and curriculum design from the educators’ 
perspective, considers educators' perspectives on the development of teamwork skills within 
the undergraduate pharmacy curriculum. Interviewing individuals involved in pharmacy 
education design and/or delivery was beneficial in offering an insight into teamwork 
characteristics, perceptions of graduate preparedness for teamwork, and how HEIs prepared 
undergraduates for working in interprofessional teams. Interviewing participants from a range 
of geographical areas across the UK provided interesting insights into differences across 
different schools of pharmacy (eight overall). Semi-structured interviews were a particularly 
useful method of data generation to use with this group. Coordinating focus groups of 
academic staff would have been practically challenging and therefore interviews provided a 
pragmatic and flexible option. Interviewees may not have been willing to share some of their 
opinions or teaching mechanisms and descriptions in a group interview scenario. Face-to-face 
interviews also offered the opportunity for non-verbal gestures, such as eye rolling, to be noted 
and taken into account. The method employed allowed participants to speak at length about 
teamwork characteristics and student exposure to teamwork, informed by their background 
and other factors. Participants had a range of backgrounds and experiences with varying levels 
of seniority and experience within the profession. This was important in offering a range of 
insights that were influenced by a variety of factors, including the subject discipline in which 
they teach, and their own experiences and opinions. Interviews were conducted across a wide 
time frame, allowing the researcher to undertake significant reflection and iterations to the 
interview guide. The purpose of this third phase was not to seek consensus opinion but to 
canvas a range of opinions, including of those who may have opposing views. The researcher is 
also an academic and therefore knew some of the interviewees. Being known to some 
participants meant that the important stage of rapport building was to an extent achieved prior 
to interviews. Interviewees were familiar with the researcher’s role and pre-existing knowledge 
of the subject at hand and so were able to use acronyms and colloquialisms naturally.  
 
The importance of students having the required characteristics for effective teamwork on 
qualification was discussed; educators also considered how students are taught or could be 
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taught. In line with the literature, several characteristics were described by educators as 
facilitating effective teamwork (Jackson and Bluteau, 2011; MacDonald et al., 2010; Nancarrow 
et al., 2013). Of particular note was educators' perspectives on the need for students to 
develop resilience for adapting their role to the needs of teams in which they work and the 
evolving requirements of pharmacists in the provision of care in the UK. Academic staff were in 
agreement that students would benefit from greater exposure to pharmacy practice, patients 
and professionals and interprofessional teams. Several team-based activities were described 
across programmes that required students to work in either self-selected or pre-defined teams, 
but it was clear that staff wanted to provide students with greater opportunities for exposure 
to pharmacy practice and interprofessional teams. Placements, simulations and IPE were 
considered suitable mechanisms by which students could develop teamwork characteristics. 
The inclusion of such opportunities varied considerably across HEIs. However, activities 
whereby students considered their own teamwork skills with a view to developing 
characteristics to facilitate effective teamwork were limited. Other than communication skills, 
there was a distinct lack of assessment of teamwork characteristics and effective teamwork 
across all schools of pharmacy. 
 
7.6. Triangulation and discussion 
Focus groups and semi-structured interviews conducted with patients and caregivers, students 
and educators, were useful in establishing a range of perspectives relating to pharmacy 
undergraduate students preparedness for working as part of an interprofessional team. The 
objectives of each phase of the research were met, revealing shared perceptions and those 
individual to each of the 3 participant groups. This chapter serves to triangulate the findings 
before recommendations are made for ways in which pharmacy curricula could support the 
preparedness of pharmacy undergraduate students for their future team-based roles (Chapter 
2). The researcher acknowledges that the findings of this research relate to pharmacy 
education in the UK; however, they can be used to evaluate the education and training 




The input‐process‐output model of team effectiveness (Cohen and Bailey, 1997) proposes that 
team inputs (such as team composition, the team task, resources, and organisational support) 
have an influence on team outputs (such as error rates, quality of care, patient satisfaction, and 
team member well‐being) via the interactions or team processes that take place between team 
members. It was clear from the findings of this research that patients’, caregivers’, students’ 
and educators’ views aligned with this framework (Section 4.4.2.1, Section 5.4.2.2 and Section 
6.4.3.1).  
 
7.6.1. Teamwork characteristics 
Characteristics that facilitate effective teams and the function of those teams have been well 
documented in the literature (Bainbridge et al., 2010; Delva et al., 2008; Institute of Medicine, 
2000; Macdonald et al., 2010; Nancarrow et al., 2013) and reviewed in detail in chapter 2.  
 
Triangulation of the findings identified patterns of teamwork characteristics that could be 
divided into different categories (Figure 7-1): 
 Characteristics that were common to all participants: communication, understanding of 
roles and responsibilities, team leader, mutual trust and respect for others; 
 Characteristics that were common to students and patients: hierarchies, patient-centred 
approach, compassion and support; 
 Characteristics that were common to patients and educators: team composition, 
knowledge, skills and competence; 
 Characteristics that were only identified by one category of participants.  
There were no characteristics only common to students and educators. The commonalities 




















 Teamwork characteristics common to all participants 7.6.1.1.
The characteristics that were common to all participants were: communication, understanding 
of roles and responsibilities, team leaders and mutual trust and respect for others. 
Communication 
The need for effective communication and the importance of communication skills were 
identified as key characteristics by patients (Section 4.4.2.2), students (Section 5.4.2.1) and 
Communication 
Roles and responsibilities 
Team leaders 
Mutual trust and respect 
Educators 
 Adaptability 
















educators (Section 6.4.3.1) alike and this mirrored findings within published literature 
(Bainbridge et al., 2010; Jackson & Bluteau, 2011; Nancarrow et al., 2013; Youngwerth & 
Twaddle, 2011). Of particular note was the patients’ and caregivers’ understanding of the 
complexities of communication between patients, carers, family members, healthcare 
professional and across interfaces. In contrast, students had a narrower perspective, possibly 
resulting from their lack of exposure to teams and teamwork in the workplace and the 
associated communication within and between teams. Whilst handwritten communication was 
highlighted as an area of dissatisfaction for patients (Section 4.4.2.1), students’ discussions 
focused on oral communication with no consideration of the other forms of communicating 
information (Section 5.4.2.1). This could be explained by the education standards for pharmacy 
students outcomes that require pharmacy students to be able to “show how” they can 
“communicate with patients about their prescribed treatment” and “provide accurate written 
or oral information appropriate to the needs of patients, the public or other healthcare 
professionals” by completion of the degree programme (General Pharmaceutical Council, 
2011). It is only by the end of their pre-registration year that pharmacy students are required to 
demonstrate that they achieve “does” for the outcomes. MPharm programmes appear to focus 
on the development and assessment of oral communication skills in pharmacy students 
(Section 5.4.2.3 and Section 6.4.3.2), resulting in students neglecting to consider other key 
forms of team-based communication in the discussions. The impact of services such as the 
Community Pharmacist Consultation Service, NHS Discharge Medicines Service, NHS Urgent 
Medicine Supply Advanced Service and innovations including the deployment of prescribing 
pharmacists in Integrated Urgent Care Clinical Assessment Service and the NHS England 
Medicines Optimisation in Care Homes Programme will no doubt be influenced by both the 
pharmacists’ oral and written communication skills (NHS England, 2016). 
 
Communication as a key attribute, and the associated consequences and outcomes of poor 
communication, were well documented through patients’ stories of their experiences (Section 
4.4.2 illustrative examples). Patients, caregivers (section 4.4.2.1) and fourth year students 
(Section 5.4.2.1) described the interdependence between communication and other team 
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characteristics including mutual trust, respect and understanding of the role of others. It was 
seen that without good communication these aspects of effective teams would not be fully 
developed and overall teamwork would be affected. This notion is in line with findings from 
published literature (Xyrichis & Lowton, 2008; Youngwerth & Twaddle, 2011). This insight by 
students may have resulted from participation in an interprofessional simulation-based activity 
with nursing and medical students in their fourth year, which provided an opportunity to work 
within an interprofessional team and begin to develop interprofessional and interpersonal 
relationships. This aligns with the findings of Oxelmark et al. (Oxelmark et al., 2017) where 
interprofessional simulation-based education enabled students to understand the complexities 
of communication and teamwork and resulted in an improved understanding of the roles of 
other healthcare professionals. 
 
Within the literature, the use of technology to support effective teamwork is clearly identified 
as a key attribute (Vyt, 2008), however, technology appeared to be a source of frustration for 
patients (Section 4.4.2.1). Patients recounted numerous occasions where either technology 
(e.g. computers) was in place but individual healthcare professionals were unable to access the 
electronic patient records through lack of technological skills, or a consultation occurred in a 
room where there was no computer. These scenarios resulted in a poor consultation for 
patients as healthcare professionals did not have access to relevant data and the patient had to 
reiterate their condition and care to date. The use of hand-held technology was seen as a way 
of ensuring all clinicians had access to technology however, this would not resolve problems of 
individuals not being able to use the technology effectively. The need for appropriate 
technology to facilitate the ongoing and seamless provision of patient care has been highlighted 
in the COVID-19 pandemic. Social distancing has required interprofessional team members to 






Roles and responsibilities 
The formation, preservation and shared understanding of the roles of each team member is 
seen as an essential element for effective teamwork by patients (Section 4.4.2.2), students 
(Section 5.4.2.1), educators (Section 6.4.3.1) and within published literature (West & 
Markiewicz, 2004). Clear, defined roles allow team members to better understand their tasks, 
responsibilities and scope of practices. Students highlighted that flexibility and blurring of roles 
could be beneficial in providing an efficient service and reduce the workload of team members. 
Role blurring is considered beneficial by some, but opposed by others due to the generation of 
friction and confusion between team members as they are unclear about their professional 
boundaries (Booth & Hewison, 2002; Brown et al., 2000; MacNaughton et al., 2013; Stark et al., 
2002). Whilst certain team members might feel that their role is being encroached upon and 
that their sense of professional identity is eroding (Brown et al., 2000; Hall, 2005), others may 
be overwhelmed because they are trying to do everything and are experiencing uncertainty 
about the limits of their responsibilities (Bélanger & Rodríguez, 2008; Brown et al., 2000; Hall, 
2005). In contrast, some professionals may perceive role blurring as an opportunity to expand 
their responsibilities or to make the team more flexible and responsive to its patients (Brown et 
al., 2000). Many community pharmacies rely heavily on flexible working for a number of tasks, 
such as labelling, dispensing and the sale of medicines, in order to manage the workload in a 
timely manner. As such, it is not surprising that pharmacy students had seen examples of 
pharmacists helping with the labelling and dispensing of medication, and dispensers supporting 
counter assistants during busy periods (Section 5.4.2.1). Pharmacy students may be employed 
part-time in community pharmacies and as such be familiar with this way of working and the 
benefits it could bring to service provision and customer satisfaction. Such a generic manner of 
working has also been seen in remote rural areas where the number of practitioners is limited, 
resulting irregular working across traditional professional boundaries (Kvarnström, 2008; 
McNeil et al., 2015; O’Meara et al., 2012). A study on integrating pharmacists into general 
practice, however, found that pharmacists’ ‘value-added’ services appeared less threatening to 





A key team role is that of the team leader (Macdonald et al., 2010; Nancarrow et al., 2013; 
West & Lyubovnikova, 2013) and the value of a leader in a team was recognised by patients and 
caregivers (Section 4.4.2.2), students (Section 5.4.2.1) and educators (Section 6.4.2.1). Smith et 
al. (2018) describes an interprofessional team leader as an individual who can promote 
transformation and change and encourage creativity and innovation (Smith et al., 2018). 
However, students perceived a leader to be one who organised meetings and managed 
workload, which is likely based on their experience of group work activities undertaken as part 
of their pharmacy studies. Patients felt that the leadership role did not reside with one 
individual but could move between individuals in a team depending on the priorities of care at 
that time, a notion that suggests patients believe all team members have the capabilities to be 
a leader.  
 
Mutual trust and respect 
Patients described the interdependence between communication and mutual trust and respect 
within an interprofessional team (Section 4.4.2.2). The repetition of providing information to 
different healthcare professionals over multiple appointments or during one hospital admission 
was frustrating for patients. Patients perceived that this indicated a lack of trust and respect by 
healthcare professionals for their colleagues, which impacted the quality and timely provision 
of care they received. Today’s litigious climate could make professionals more cautious and 
drive them to clarify patient histories for themselves, thus giving reassurances that they were 
providing the best care and minimising patient harm. Furthermore, staff shortages and the 
increasing reliance on locum/bank staff frequently result in staff working with people whose 
knowledge, skills or competence are unknown. Current technology was seen to be a 
contributing factor in the inadequate sharing and transfer of patient information across and 
within teams, while an increased reliance of locum/bank staff could result in unfamiliarity with 




Students described how mutual trust and respect for individual team members, and the 
different roles, facilitated team cohesiveness and this was perceived to positively impact the 
delivery of care (Section 5.4.2.1. This view aligned with published literature (Youngwerth and 
Tweddle, 2011). Students participate in a range of group work activities during their MPharm 
studies. Their experience of participating in such activities is likely to influence this view.  
 
 Teamwork characteristics common to patients and students  7.6.1.2.
Patients, caregivers and students perceived that hierarchies, compassion and support for 
others, and a patient-centred approach were necessary for effective teamwork.  
 
Hierarchies 
In contrast to published literature, patients, caregivers and students felt that a hierarchical 
structure was positive (Section 4.4.2.2 and Section 5.4.2.1) (Delva et al., 2008). This view may 
have been as a result of the reassurances this provided. Patients felt that such a structure 
allowed a mix of knowledge, skills and ability in a team, while students felt reassured that this 
structure provided support and guidance. The reasons for this discrepancy are unclear but may, 
in part, be explained by the finding that participants involved in the earlier research (Delva et 
al., 2008) had been in practice for a number of years and they may have had negative 
experiences of hierarchies, including those that stifled practice and team engagement. Students 
may be considering the positives that a hierarchy would give them in terms of support, 
responsibility and accountability as newly qualified pharmacists. 
 
Compassion 
Whilst both students and patients described compassion as a key attribute, the focus of this 
compassion differed. Students described how compassion and support for and between team 
members was necessary for effective teamwork, whilst patients highlighted the importance of 
patient support and compassion in the delivery of care. The view of undergraduate pharmacy 
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students, whose experience of teamwork has not yet involved patients, reflected how students 
drew heavily on the experiences as students, whilst patients, who have typically not been part 
of an interprofessional team, reflected on their experiences.  
 
A patient centred approach 
Both patients and students considered the patient’s role as part of the team. Mitchell et al. 
(2012) described the integration of the patient and their family or caregiver into the team to 
establish a shared goal. Through integrating a patient into a team, the team could understand 
more fully the patient and family’s need – a view shared by students. However, there was a 
mixed view from patients on being members of a team. Thus, whilst some patients verbalised 
that they did not want to be part of the team, in reality, the merits that this would achieve 
were welcomed and further explanation on what this actually would look like may have 
resulted in a different outcome. Furthermore, the challenges of integrating patients and their 
families into teams can be daunting. Patients may feel unprepared, whilst healthcare 
professionals are often ill-equipped to practise collaboratively due to poor communication and 
lack of workforce preparation (Mitchell et al., 2012). 
 
 Teamwork characteristics common to patients and educators  7.6.1.3.
The composition of teams and the knowledge, skills and competence of interprofessional teams 




Naylor et al. (2010) defined team-based healthcare as “the provision of health services to 
individuals, families, and/or their communities by at least two health providers who work 
collaboratively with patients and their caregivers—to the extent preferred by each patient—to 
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accomplish shared goals within and across settings to achieve coordinated, high-quality care” 
(Naylor et al., 2010); this definition aligned with the perspectives of patients (Section 4.4.2), and 
educators (Section 6.4.3). Whilst students did not explicitly discuss the composition of an 
interprofessional team, such as who should be a team member, focus group discussions implied 
that students considered interprofessional teams to consist of multiple healthcare professionals 
with a range of skills and competences (Section 5.4.2). Flexibility across roles was highlighted by 
some students within service delivery and the provision of care to improve the patient 
experience by reducing waiting times and multiple appointments. However, there were also a 
few who felt that such an approach would lead to a reduced level of care as a result of an 
individual's knowledge, skills and competencies being less than those of individuals in defined 
roles.  
 
The inclusion of administrative staff within interprofessional teams to facilitate seamless care, 
and minimise disruptions in their care, was highlighted by patients (Section 4.4.4.2). However, 
patients and caregivers were often unaware of the team approach and lacked an understanding 
of who was involved in their care. For patients, the perception of the care they received, and 
the teams and team members involved, was important to them. If healthcare professionals 
introduced themselves and listened, patients felt informed about what was going on; 
moreover, if treated with compassion, patients felt they were receiving good care and that the 
team was effective. A high-profile campaign to encourage and remind healthcare staff about 
the importance of introductions in healthcare in the delivery of patient-centred compassionate 
care launched in 2013, due to the lack of introduction of staff to patients. (Kmietowicz, 2015). 
Based on this research, it appears that this is still the case and patients felt that the name and 
role of staff should be communicated to patients to increase patients’ awareness of individuals 
involved in their care. 
 
Patients described how one doctor historically cared for families, visited their homes and 
looked after all of their health needs; this was perceived as an ideal model of care compared to 
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the diversity and associated lack of consistency of care experienced today (Section 4.4.2.3). The 
move from clinicians working in isolation, which was driven by the view that such an approach 
was heavily dependent on one individual and may put the patient at risk, and the complexity of 
modern healthcare (Mitchell P et al., 2012) were not identified as concerns for patients. 
Furthermore, whilst patients perceived a single-doctor model as an ideal model, they also 
believed a range of knowledge, skills and competence was required within an interprofessional 
team. This highlights how the overall experience for patients and the relationship with care 
providers is important to patients and how patients trust that professionals are knowledgeable, 
skilled and competent. 
 
In particular, a holistic approach to care, whereby a family approach was adopted and both 
medical and social aspects of care were considered, was important to patients (Section 4.4.2.3). 
It was evident from patient focus groups that the integration of the social care needs of 
patients has to improve (Section 4.4.2.3). Patient reflections referred to this approach within 
mental care teams, but it was felt that in other areas of care there was no or limited social care 
involvement. There was a positive reaction in focus group discussions to a “family approach” 
and it was felt that healthcare in general had become clinical in its delivery and lacked a 
personal approach. Furthermore, there was an overall preference for smaller teams that would 
work collaboratively when needed, reinforcing patients’ preference for a more personalised 
family approach. Patients, caregivers and educators had a wider view than students of the role 
of teams in patient care and felt that any care should reflect the wider needs of their families, 
such as social needs and, as such, teams needed to work across interfaces (Section 4.4.2.3 and 
Section 6.4.3.1). This aspect of patient care was not considered by students. The MPharm 
programme studied by third and fourth year students focusses on patients’ clinical needs. 
Whilst the need to consider a patients’ non-clinical need and to collaborate with social care is 
considered through the third year “optimising patient care” lectures and workshop, this forms a 
minimal contribution to their overall learning. Limited clinical placements and direct contact 
with patients further hinders students’ understanding of patients’ needs and what is important 
to them. It is clear from the discussions that students need to be exposed to learning and 
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situations relating to the non-clinical needs of patients and their cares or families. The current 
education and training standards for pharmacy education (GPhC, 2011) require students to 
know how to obtain a patient’s social history and “learning based on experience that provides 
education in interprofessional practices and procedures with other healthcare professionals”. 
This may result in future third and fourth year students having a greater awareness of a 
patient's holistic needs and this could be explored through future research. However, it is 
imperative that students are exposed to situations that provide opportunities for patient 
contact so students can explore the wider needs of patients. 
 
Knowledge, skills and competence 
The value of interprofessional teams, bringing together different expertise and experience, and 
the overall benefit to patient care as described by patients and caregivers aligned with the 
literature (Jackson & Bluteau, 2011; Mickan & Rodger, 2005; Vyt, 2008; Xyrichis & Lowton, 
2008). A key theme throughout the patient and caregiver focus groups was the perceptions of 
teams. They believed teams to be working together, comprising the appropriate professionals 
with the appropriate knowledge, skills and competencies. They believed teams to be working 
together effectively to give the best care possible. It was only when patients became aware of 
mistakes, errors or a breakdown in the continuity of care, that they questioned the 
effectiveness of that team. This suggests that it is the overall patient experience that is 
important to patients. 
 
Throughout the literature the ability of individuals to be aware of their own competence was 
identified as a key team attribute and this was a view echoed by patients (Section 4.4.2.3). 
Furthermore, patients felt that developing others was a key feature for a team to be effective 
and which facilitated improved patient outcomes. Patients believed that all healthcare 
professionals should be appropriately skilled and competent and knowledgeable, and the 
overall composition of the team would be determined by the needs of the patient. 
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 Teamwork characteristics identified by educators only 7.6.1.4.
Characteristics considered important by educators were the need for students to be flexible 
and adapt their role to the needs of teams in which they work, and to the evolving 
requirements of pharmacists in the provision of care in the UK including decision making 
(Section 6.4.3.1).  
 
The adaptability of the pharmacist has recently been highlighted in the response of pharmacy 
teams to COVID-19. Pharmacy teams have had to adapt quickly in their role as frontline staff to 
be able to respond to the challenges posed by COVID-19. Pharmacists globally are providing 
services amidst the pandemic, including triage services and seeing patients, to help reduce 
patients burden on healthcare facilities such as hospitals and GP practices (Bukhari et al., 2020). 
Pharmacists have had to attain new clinical knowledge, work within different interprofessional 
teams, work with different team members within existing teams due to illness, whilst 
maintaining and developing new service across all healthcare sectors (General Pharmaceutical 
Council, 2020b; Royal Pharmaceutical Society, 2020).  
 
As experts in medicines use, pharmacists are often responsible for decisions related to drug 
therapy. As pharmacy practice evolves, new roles will require a future pharmacy workforce 
with suitable skills and knowledge to take responsibility for clinical decisions in the face of 
uncertainty and to handle decisions for complex patients with multiple comorbidities. However, 
in practice, pharmacists appear to be reluctant to make clinical decisions and lack confidence 
when faced with situations of uncertainty (Gregory, Whyte and Austin, 2016; Sinopoulou, 
Summerfield and Rutter, 2017). This was a view shared by educators who recognised the need 
to develop clinical decision making skills in students for their future practice. Patients also 
described the need for all team members to be capable of making decisions in line with their 




7.6.2. Pharmacy curricula 
The development of communication skills over the four year degree programmes was evident 
from the findings and it was clear that students recognised how material and opportunities to 
develop communication skills were built upon in subsequent years (Section 5.4.3.2). This finding 
is in line with the theory of ‘spirality’ put forward by Bruner (Bruner, 1960) which are central to 
the current standards for the initial education and training of pharmacists, whereby curricula 
must be “progressive, dealing with issues in an increasingly more complex way until the right 
level of understanding is reached” (General Pharmaceutical Council, 2011).  
 
However, whilst this ‘spirality’ was described for communication skills, this was not the case for 
other teamwork characteristics such as leadership and an understanding of their role and the 
role of others. Whilst educators could describe the activities that lend themselves to students 
developing characteristics such as leadership, there was recognition that these were secondary 
to the activities learning outcomes. Students were generally unaware of the secondary benefits 
to the activities and the majority of educators felt that students would not recognise said 
characteristics they should be developing. Educators also need to incorporate robust 
assessment processes to evidence this. However, it was clear that assessment of teamwork 
characteristics and teamwork itself, other than communication, was challenging and not widely 
included in assessments. 
 
The inclusion of appropriate OSCEs at all levels of the programme was proposed by students. 
The students involved in this research followed a curriculum prior to the latest reform to the 
regulator’s standards for initial education of pharmacist. The described shortcomings have been 
addressed in the current programme with OSCEs featuring at all levels of the programme. The 
use of academic staff as actors within OSCEs limited the realism of the OSCEs (Section 5.4.2.3). 
As such, the use of patient-actors in OSCEs would alleviate students’ discomfort and should be 
considered. It was evident from discussions with educators that a spiralling approach to OSCEs 
was included in current MPharm programmes with simple OSCE scenarios presented in early 
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years of the programme, building to interactions with more complex patients and other 
healthcare professions in the latter parts of the MPharm programmes. Such an approach allows 
pharmacy students to achieve “progressively higher levels of performance on competencies” 
through “repeated exposure to variations on situations with escalating complexity of the 
problems to be solved” (Loewen et al., 2016). This supports further exploration and 
consideration by Schools of Pharmacy designing MPharm curricula of incorporating spirality in 
relation to other teamwork characteristics. 
 
A particular area of concern for patients and one they perceived needed to improve was 
communication between health and social care professionals (Section 4.4.2.3). The framework 
“Situation, Background, Assessment, Recommendation” (SBAR) is used by some healthcare 
professionals, such as medics and nurses, to facilitate effective oral communication between 
individual healthcare professionals (Academy ACT, 2018). SBAR facilitates standardised 
communication and allows parties to have common expectations related to what is to be 
communicated and how the communication is structured thereby establishing a culture of 
quality, patient safety and high reliability (Academy ACT, 2018) . However, this framework is 
not widely used or taught to pharmacists or pharmacy students alike. Inclusion of the SBAR 
framework in MPharm curricula should be considered as pharmacists become more integrated 
into interprofessional teams. It is imperative that they also use standardised processes to 
ensure patient safety is not compromised and trust and respect is present amongst team 
members. 
 
A common theme across educators and students was the need for pharmacy students to obtain 
exposure to practice during their undergraduate degree (Section 5.4.2.3 and Section 6.4.3.3). 
This research did not aim to seek consensus on what exposure to practice should look like, 
instead the useful elements of placement exposure and simulated learning in preparing 
students for future working in interprofessional teams were explored. Through exposure to 
practice through placements, students could benefit from seeing the way in which other 
215 
 
healthcare professionals work within a health and/or social care team. This sentiment was also 
shared by educators. Students valued opportunities for “on the job” learning and both first-
hand experience and simulations of pharmacy practice, be that alongside their undergraduate 
studies as summer placements, weekend jobs or woven into the curricula (Section 5.4.2.3). 
There was a strong desire from students for increased time participating in simulation-based 
activities and spent in the workplace exposed to a variety of sites, sectors, pharmacists and 
other healthcare professionals. Exposure to practice through hospital and community 
placements was said to provide benefits to students by allowing them to observe other 
pharmacists in the workplace and gain an increased understanding of the pharmacist’s role 
while also developing their communication skills with colleagues. Having prior exposure to the 
workplace environment is supported by the work of Tallentire et al. (2011) who identified that 
the transition to a foundation doctor is eased by prior workplace exposure also (Tallentire et al., 
2011). This is in line with the vision of the pharmacy regulator who states “the MPharm degree 
curriculum must include practical experience of working with patients, carers and other 
healthcare professionals. Practical experience should increase year on year. Schools should 
articulate their strategy for meeting this criterion, which may include off-site placement visits, 
using patients, carers and other healthcare professionals in-class, and simulations” (General 
Pharmaceutical Council, 2011). This research has established that both students and educators 
views align with this principle, outlined as a requirement for reaccreditation of schools of 
pharmacy.  
 
Other healthcare professionals including medics are also thought to benefit from experiential 
learning through the ability to develop competence in the specific clinical contexts (Goldacre et 
al., 2010; Illing et al., 2013; Scicluna et al., 2014; Yardley et al., 2012). The advantages of 
experiential learning such as placements can be explained by the theory of situated cognition 
presented first by Brown et al. (1989) who stated that “activity and perception” should be the 
focus of conceptualisation and learning (Brown et al., 1989). Brown concluded that knowledge 
is “situated, being in part a product of the activity, context and culture in which it is 
developed…” (Brown et al., 1989). Research has also shown a significant improvement in 
216 
 
communication skills in a short time during the pre-registration year, reinforcing the need for 
experiential learning (Jee et al., 2017). This theory supports the findings derived from this 
research. In the current pharmacy education environment, where exposure to practice is 
limited, students are not able to situate their learning in the practice setting. Aligning exposure 
to practice with opportunities for students to become immersed in pharmacy teams will enable 
students to apply their learning and reflect on their ability to work effectively as part of a team. 
Material taught out of context and without the opportunity for application leads to “poor 
retention” (Husband et al., 2014) especially if it is not applied within a reasonable timeframe 
(Husband et al., 2014). As such, it is recommended that pharmacy curriculum consider closely 
aligning a targeted period of exposure to practice periodically throughout the MPharm to 
coincide with the teamwork concepts introduced at university. Adding further evidence to this 
suggestion is the phenomena that students with a part time evening or weekend pharmacy job 
or members of “other teams”, such as sports teams, alongside their studies recalled times 
when they were able to work as part of a team and develop team working characteristics with 
patients, peers and colleagues. 
 
Pharmacy workplace exposure (and subsequent exposure to health and social care 
professionals) models how pharmacists behave in practice and therefore students can mirror 
their behaviours accordingly. This concept is known as professional socialisation (Reeves et al., 
2010). Professional socialisation can occur prior to individuals entering their chosen profession 
as a result of external factors, such as the media and family members who may be in certain 
professions, resulting in pre-existing notions of traditional professional stereotypes and 
hierarchies which can undermine teamwork (Reeves & Pryce, 1998). Professional socialisation 
continues throughout students’ undergraduate education and pharmacy workplace placements 
(Hammer, 2006; Schafheutle et al., 2013). Learning is therefore considered to be a social 
activity, where thinking is affected by the setting in which the learning takes place (Wilson, 
1993). This supports the findings of this research whereby students benefit from exposure to 
other healthcare professionals through periods of practice exposure including the 
interprofessional teams they will be part of. Whilst both educators and students stated that 
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they believe having more placements would benefit their preparedness for teamwork and 
would be viewed as a positive advancement, the quality of the placement is key to maximising 
the benefits for students. Ultimately, it may be argued that there is no substitute for ‘the real 
thing’. 
 
Pharmacy is accepted as a scientific rather than clinical profession, and UK universities do not 
receive funding to provide experiential placements (Office for Students, 2020). Furthermore, 
there is often no formalised training for pharmacist supervisors, particularly in the community 
sector, leading to variation in student experience and feedback processes (Lucas et al., 2018; 
Owen & Stupans, 2012). This is in contrast to medical education in which educational and 
clinical supervision are formalised components of medical education, with most medical 
trainees being satisfied with their training (Davison et al., 2019; General Medical Council, 2012). 
Task- and portfolio-based placements have been shown to distract students from the learning 
experience, and risk becoming a “tick-box” exercise (Brennan & Lennie, 2010; Haggerty & 
Thompson, 2017; Vance et al., 2017). Replacing placement tasks with the introduction of 
broader, more practice-focused experiential standards that students can reflect upon whilst on 
and after placement would allow opportunities for students to practise teamwork 
characteristics, such as communication and leadership, and would satisfy students’ request for 
less observation on placements and increased “doing”. Such an approach would also align 
undergraduate placements to that utilised in the pre-registration year. A qualitative study 
exploring student attitudes towards experiential learning found that over half of undergraduate 
pharmacy students wanted placements to simulate a “working day” in practice (Bullen et al., 
2019). Whilst placements lasting a full day would increase exposure to the clinical environment, 
it is still unlikely to achieve the breadth of experience required. 
 
Experiential learning in a community pharmacy setting frequently relies on the goodwill of 
community pharmacists to allow students to attend a placement in their workplace due to the 
lack of funding. Hospital pharmacy placements, under the guide of teacher-practitioners (who 
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are established members of the pharmacy profession) allow for a more structured placement. 
However, neither educators nor students noted the value of teacher-practitioners in bridging 
the theory-practice gap which has been seen as key in ‘critical to effective learning’ from a 
student’s perspective (Fairbrother & Ford, 1998). Teacher practitioners are essential in enabling 
students’ professional socialisation (Jee et al., 2016). Having a more structured approach to 
teaching teamwork by setting specific teamwork learning outcomes for student placement 
exposure that will facilitate students getting the most out of their practice experiences is also 
recommended. This notion is supported by the work of Quantrill and Tun (2012) who state that 
assessing learners in the workplace has an influence on learning and allows students to gain a 
better understanding on their performance, competence and further learning needs (Quantrill 
& Tun, 2012). Schon (1987) states that as well as requiring opportunities to learn by doing 
students require coaching by individuals who have already been initiated into the profession 
(Schön, 1987). As such teacher-practitioners could provide coaching opportunities to MPharm 
students, in order to better their preparedness for future team working.  
 
Introducing a requirement to provide practice exposure that enables pharmacy students to 
have an opportunity to work in a healthcare team, with content delivered such that students 
may apply their learning, is a large undertaking. Such a change would have significant financial 
and logistical consequences. However, if pharmacy undergraduate students are to be better 
prepared for their future roles, enhanced teaching and teamwork opportunities need to be 
incorporated within pharmacy curricula. However, since pharmacy is funded as a science 
subject, the findings from this research suggests that ‘science degree’ banded funding is 
currently insufficient to produce pharmacy undergraduate students with the ability to work in 
interprofessional teams that is expected in the workplace upon qualification. This necessitates a 
review of the way in which pharmacy programmes in the UK are funded, as there is currently no 




Learning with and from other healthcare students in the classroom environment was also 
perceived by all students and educators to be of value in preparing for future teamwork 
(Section 5.4.2.3 and Section 6.4.3.3). IPE “enables two or more professions to learn with, from 
and about each other to improve collaborative practice and quality of care” (CAIPE, 2002). IPE 
has been progressively introduced into university-based healthcare curricula to increase 
teamwork and increase the understanding of roles across health and social care (Chan et al., 
2010; World Health Organization, 2010). To produce capable healthcare professionals prepared 
to participate in interprofessional teams, teamwork training must begin early in health 
professional students’ education. However, limited understanding of health professionals' roles 
may constrain the effectiveness of IPE interventions delivered early in allied health curricula 
(Olson & Bialocerkowski, 2014) and as such an IPE strategy embedding a spiral curriculum is 
recommended. 
 
Effective interprofessional teamwork is a critical component of providing safe healthcare, as it 
can contribute to improved clinical performance and patient outcomes (Goñi, 1999; Salas et al., 
2008). As seen in the findings, effective teamwork can also increase patient satisfaction 
(Campbell et al., 2001; Meterko et al., 2004). As such, there has been an increased focus on 
interprofessional teamwork and the incorporation of IPE and the development of healthcare 
students to be able to effectively work in interprofessional teams is being integrated into 
undergraduate health professional curricula both in the UK (General Pharmaceutical Council, 
2011) and abroad (Accreditation Commission for Education in Nursing, 2017; Accreditation 
Council for Pharmacy Education, 2015). The literature suggests that healthcare students 
perceive IPE to foster confidence in teamwork including leadership and an increased 
understanding of the roles of others (Curran et al., 2005; Hardisty et al., 2014; Hasnain et al., 
2012; Horsburgh et al., 2001; Kilminster et al., 2004; Olson & Bialocerkowski, 2014). Students 
were said to value IPE, “especially interaction with other professionals” (Patel et al., 2016). IPE 
offers an opportunity for students to gain an appreciation of safe and good practice while 
learning how to work together “more fully, more efficiently and more economically” (CAIPE, 
2017). Professional bodies and regulators recognise IPE as key to strategic policy and for this 
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reason IPE should be considered as an integral aspect of pharmacy undergraduate curricula. No 
standard approach for delivering and assessing IPE could be identified from the research due to 
the lack of rigorous, comparable studies in this area (Fox et al., 2018). Simulation-based 
teaching was the most common teaching method which may be as a result of the growing body 
of literature available on this active learning technique that mimics real practice (Fox et al., 
2018), regardless of teaching method, most learning activities where interprofessional teams 
interact result in positive changes in student perceptions and attitudes towards IPE and practice 
(Fox et al., 2018). However, the lack of longitudinal studies limits evidence relating to how IPE 
affects their future teamwork.  
 
Social constructivism emphasises that we learn through interactions with others and the 
environment in which we work and can explain why students view IPE positively. Through IPE 
students engage actively with the roles, beliefs, values and cultures of other professionals. The 
concept of communities of practice based on the theory of situated learning is also of 
relevance. Students undertaking interprofessional activities move first from the periphery of 
their own profession into a greater understanding of their role within it, and then interact with 
other professions, first as observers and later as members of the team. Knowledge exchange 
and knowledge transfer are key components of such activities and fit within the learning 'with, 
from and about' paradigm. IPE brings people of different professions together in a safe learning 
environment thus helping overcome prejudice and negative stereotyping. In addition, IPE 
education forms part of ongoing interprofessional socialisation processes within universities 
and health systems (Olson & Bialocerkowski, 2014). 
 
Tools to assess teamwork skills and behaviours are limited (Chakraborti et al., 2008; Fox et al., 
2018). Fox et al. (2018) suggest that TeamSTEPPS and the Anaesthetist’s Non-Technical Skills 
are the best tools to assess students’ ability to work collaboratively as an interprofessional 
team (Fox et al., 2018). The higher level complexities of teamwork including the process of 
building a team, developing a consensus in patient care and adapting the team to implement 
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agreed strategies are unlikely to be developed in a single or short-term team interaction, but 
can be addressed with teams performing together longitudinally. Whilst the evaluation and 
recommendation of a suitable tool to assess students’ ability to work effectively in a team are 
beyond the scope of this research, consideration to the assessment of teamwork characteristics 
should be included in the curricula design process. Further research is needed to examine the 
best approach to teaching teamwork principles to health profession students, and to measure 
change in skills and behaviours. 
 
Educators noted the barriers and challenges associated with IPE, which reflected those 
published in the literature (Fox et al., 2018). Common challenges included timetabling across 
multiple professional programmes, a lack of educators willing to participate and concerns over 
equitable distribution of resources, such as time and money. The support of organisations, in 
additional to the faculty buy-in, moving activities to an elective or extracurricular time slot, 
organising an IPE planning committee with members from each profession meeting regularly to 
discuss curricula is considered necessary for the success of IPE activities (Fox et al., 2018; 
Reeves et al., 2015). Student views on IPE have revealed that they feel unprepared (Anderson 
et al., 2009; Shelvey et al., 2016). The use of a blended approach to IPE, using online and face-
to-face approaches, is advocated in reports (Barr et al., 2014; Cooper et al., 2004) and helped 
break down barriers between the professions (Barr et al., 2014). Issues such as differences in 
curricula, scheduling, and intended learning outcomes also need consideration with potential 
solutions forming part of curriculum design (Hardisty et al., 2014; Odegard et al., 2009). 
 
Simulation-based IPE can be used to teach students’ communication and teamwork skills while 
reinforcing patient safety concepts (Rosen et al., 2008). Students reported simulation-based 
teaching to be engaging, emulating real-life practice. Practising in an environment that 
replicates the performance environment increases the likelihood that the trained teamwork 
skills will transfer to the job (Rosen et al., 2008), whilst providing students a safe environment 
for learning without the risk of patient harm. Removing the potential for high‐stakes errors 
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during teamwork training has allowed healthcare professionals to experiment and familiarise 
themselves with the teamwork skills before applying them in clinical practice where the 
consequences for errors can be high (Rosen et al., 2008). Beaubien and Baker (2004) identified 
various levels of simulation including case studies, role plays high-fidelity human-patient 
simulators that can facilitate the development of teamwork skills in healthcare (Beaubien, 
2004). Using a simulated environment, interprofessional teams can increase their 
understanding about the scope of each other's practice and how to effectively share 
information during the care process (Crea, 2011). Roberts and Goodhand (2018) found that 
students also perceived that interprofessional simulation facilitated learning relating to each 
other’s professional roles, teamwork, priorities, respect and communication. Furthermore, 
students identified the need to be adaptable and flexible – an attribute that educators also 
believed was necessary for effective teamwork. Advances in technology has driven the 
development of high-fidelity simulators for training teamwork in healthcare, aviation, the 
military and nuclear power (Beaubien, 2004). High-fidelity simulation is particularly popular 
among students who assume that because it replicates the “look and feel” of the actual work 
environment, it will also provide an efficient and valuable learning experience (Vyas et al., 
2012). Case studies and role plays have been successfully used to train teamwork in aviation 
and healthcare. Case studies and role plays can be developed and implemented with minimal 
resource investment facilitating their use on a larger scale (Beaubien, 2004). However, it was 
clear from the interviews with educators that developing a learning experience simulating real-
life healthcare situations requires significant commitment from staff members as found in the 
literature (Vyas et al., 2012) . Furthermore, “real life” experiences have been found to have a 
perceived larger effect on preparedness than simulated experiences (Burford & Vance, 2014). It 
is recommended that well-designed simulations should supplement, and not replace, 
experiential “on the job” learning. 
 
Problem-based learning (PBL) is an established teaching method in the UK and further afield, 
particularly in the education of medical students. It is typically based on the Maastricht “seven 
step” process whereby students in a group (approximately 10) together with a tutor are 
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presented with a scenario which is then used to “trigger” their learning (Wood, 2003). 
Unfamiliar terms are clarified within the group before the problem is defined (step one), 
“brainstorming” then takes places (step two) where suggestions of possible explanations are 
made (step three). These are reviewed and arranged into tentative solutions (step four) before 
learning objectives are formulated amongst the group in step five. Each student participant 
then has time for private study (step six), before re-joining the rest of the group in step seven to 
share their learning. This is reviewed and potentially assessed by a tutor (Davis & Harden, 
1999). Adopting a PBL approach to learning allows students to identify their own learning needs 
and the planning, implementation and evaluation of their own work (Levett-Jones, 2005). Small 
group learning provides an opportunity for students to share, compare and discuss their 
findings during which they are developing interpersonal relationships and teamwork fostering 
the development of leadership skills (AlHaqwi, 2014; Biley & Smith, 1999; Burgess et al., 2019) . 
Student dissatisfaction can arise from an unstructured programme, difficult in collaborative 
learning and confusion of the role of the tutor (AlHaqwi, 2014). According to Leary et al. (2013), 
it is the tutor’s expertise in the PBL process that positively influences the students’ learning 
(Leary et al., 2013), thus warranting the need for PBL tutors to be mentored in combining 
content and pedagogical knowledge (McKendree, 2010). 
 
Team-based learning (TBL), a hybrid of PBL, has gained recent popularity in medical education 
having the advantages of small group learning including the development of teamwork skills 
(Hrynchak & Batty, 2012) but, in contrast to PBL, large numbers of tutors are not required 
(Burgess et al., 2017) . TBL has been positively received by medical and pharmacy students in 
developing teamwork characteristics (de Vries et al., 2018), and preferred as a teaching strategy 
over PBL (Burgess et al., 2017; de Vries et al., 2018). Greater research of PBL and TBL 
effectiveness in both a pharmacy education and interprofessional context is needed. 
 
The use of models such as Belbin’s role model was suggested as a mechanism to configure 
student groups. The use of models such as Belbin’s role theory are widely used in organisations 
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based on the theory that balanced groups (in which all nine roles are present) perform better 
than unbalanced groups, where existing roles might duplicate each other or be absent (Belbin, 
1981). Published literature has shown that the simple placement of students into groups does 
not guarantee the development of teamwork skills (Hansen, 2006). Students described how 
student groups often experience unclear goals, conflicts or unequal participation (Section 
5.4.2.3). Educators described a range of group work activities within their programmes, 
however, it was assumed that by interacting with their peers and working with curriculum 
knowledge, students are also expected to develop their teamwork skills (Section 6.4.3.2). Whilst 
the evidence for group role balance is inconclusive (Meslec & Curşeu, 2015), it would be 
reasonable to consider such theories when defining student groups. 
 
Treating patients with compassion, dignity and empathy is fundamental to the concept of 
person-centred care (The Health Foundation, 2016) and, as a result, the NHS both values and 
expects staff to demonstrate these skills (Allinson, 2019). The importance of compassion was 
subsequently echoed within the Francis Inquiry Report (Francis, 2009), National Institute for 
Health and Care Excellence’s guideline on patient experiences in adult NHS services (National 
Institute for Health and Care Excellence, 2012) and the GPhC’s ‘Standards for pharmacy 
professionals’ (General Pharmaceutical Council, 2017). This sentiment was shared by both 
patients and students however, whilst patients focussed on compassion and empathy with 
patients, student discussions focussed on compassion and empathy towards other team 
members.  
 
Within the literature, the importance of compassion features highly amongst patients and their 
families with regard to their healthcare needs (Cherlin et al., 2004; Heyland, 2006; Heyland et 
al., 2010). Studies have shown benefits associated with having an empathetic approach, for 
example, more favourable patient satisfaction (Heyland et al., 2010) and improved health 
outcomes, with patients more inclined to follow doctors’ recommendations (Heyland, 2006). 
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Benefits associated with compassionate care include: better treatment adherence, greater 
satisfaction and wellbeing amongst patients. 
 
Although compassionate care seems intuitive, a view shared by the majority of students, there 
is evidence that compassion and compassion-reflective behaviours can be taught through 
reflective learning, learning by experience, professional socialisation, blended teaching or other 
innovative teaching methods that evoke emotions in healthcare professionals to enhance 
compassionate care (Lee et al., 2012; Shea et al., 2016). Further research is needed to assess 
the impact of compassionate care training especially amongst pharmacy students, however, 
given the importance of the compassion to patients, consideration of ways to enhance 
students’ understanding of compassion should be explored within pharmacy curricula. 
 
Knowledge acquisition, including teamwork, in the initial education of pharmacists is essential. 
Educators also need to incorporate robust assessment processes to evidence this. However, it 
was clear that the assessment of teamwork characteristics, and teamwork itself, other than 




In an era of change in the pharmacy profession it is important that education stays abreast of 
emerging roles for pharmacists and transforms in line with this. In order to prepare pharmacy 
students for their future practice as part of interprofessional teams, the following 






 Embed social constructivist learning principles throughout undergraduate curricula 
Opportunities should be provided to students in which they can actively participate in 
teamwork learning so that students can gain an increased understanding of team-based 
health and social care the associated characteristics that facilitate effective teams. This 
should include situated learning in practice environments where possible so that 
learning can take place in a team-based environment. Recognising the importance of 
professional socialisation and the benefits of social contexts of learning so that students 
can learn with and from others, including pharmacist role models, should be highlighted 
to educators. The use of teacher-practitioners should be reviewed to enable such staff 
to help students understand interprofessional teams in practice. The provision of IPE 
and simulation based activities within undergraduate curriculum should be reviewed. 
Whilst recognising the associated challenges, opportunities for IPE should be sufficient 
to expose students to a range of interprofessional teams. Consideration should be given 
to interprofessional situated learning and simulated learning. Educators may wish to 
refer to published guidelines when planning and refining IPE opportunities such that 
they are jointly planned between educators from all professions involved, based upon 
an agreed strategy, underpinned with theory, using a range of learning methods (case-
based, problem-based, experiential learning to name but a few) in line with defined 
outcomes (CAIPE, 2017). 
 
Spirality within curricula should be enhanced to clearly identify how teamwork is taught 
to pharmacy students and should consider the range of teams across community, 
hospital and primary care. Teamwork learning outcomes should be explicit for 
associated teaching, learning and assessments.  
 




Curricula should explicitly consider teamwork and key teamwork characteristics, and 
educators and students alike should be aware of where and how teamwork is taught 
and developed. Curriculum mapping should be undertaken to assist educators in 
curriculum design and to help increase students awareness of teamwork and the 
development of key characteristics.  
 
Inclusion of the SBAR framework in MPharm curricula should be considered as 
pharmacists become more integrated into interprofessional teams. The inclusion of 
Belbin Team Test (Belbin, 2020) as an activity for students could be useful in aiding 
educators to form students groups for activities and students to understand their own 
role within a team, develop their strengths and manage their weaknesses as a team 
member, and so therefore improve how they can contribute to the team. Consideration, 
in particular, should be given to the development of compassion as part of patient-
centred care. Opportunities to incorporate PBL and TBL approaches to learning should 
be explored within MPharm programmes with clear links to teamwork characteristics 
that are developed thought the processes. Assessments for teamwork should be 
reviewed to consider the formal assessment of students’ abilities to work in teams. 
 
 Collaborate with stakeholders including pharmacy undergraduate students, recent 
pharmacy graduates, teacher-practitioners, employers of pharmacy graduates and 
educators of health and social care professionals in course design and delivery 
The views of stakeholders should feed into course design. Considering the views of 
undergraduate students, recent graduates and employers of pharmacy graduates 
provide information of preparedness for team-based practice, thereby the curricula will 
be informed by pharmacy practice and the way in which pharmacy graduates are 
expected to perform. In collaborating with employers and teacher-practitioners, 
students’ time spent in the workplace may be enhanced. Incorporating teamwork 
objectives and tasks within experiential learning opportunities will allow students to 
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learn by doing in the context where the learning is to be applied and raise the 
importance of the need for effective teamwork in interprofessional teams. Collaboration 
with teacher-practitioners and other educators to consider further ways to delivery 
team-based IPE will inform curriculum design local to schools of pharmacy.  
 
Furthermore, alignment of content related to teamwork can be considered across all 
programmes, such as the inclusion of SBAR teaching and learning in MPharm curricula. 
Specific consideration should be given to social care professionals and how they could 
form part of students’ experiential learning. Making specific reference to teamwork, its 
importance in patient safety and their future practice, and enabling the development of 
teamwork characteristics through the MPharm curricula could enhance students’ and 
educators’ awareness of teamwork and the associated key characteristics. As fee payers 
it is also important for schools of pharmacy to understand the views of their “service 
users”. In order to satisfy the requirements of the regulator, it is also important that 
schools of pharmacy are able to demonstrate engagement with stakeholders and how 
this has influenced course design and review (General Pharmaceutical Council, 2011). 
 
 Explore the potential for pharmacy education provision in the workplace 
The findings highlight the value of learning taking place in the workplace and how such 
opportunities could support the development of teamwork amongst pharmacy 
students. Introducing further periods of practice exposure during MPharm programmes, 
and the associated costs, should be explored further. The potential for pharmacy to 
receive a “clinical supplement” in line with other health and social care programmes 
should be revisited. MPharm programmes that currently offer an integrated pre-
registration year should be evaluated to establish students’ preparedness for team 




 Work experience in pharmacy practice or other environments 
In order to increase the students’ preparedness for teamwork, students should be 
encouraged to spend time in the pharmacy workplace alongside their studies. 






Chapter 8. Conclusion 
 
This final chapter of this thesis considers the originality, methodological appropriateness and 
the impact of the programme of work. Proposals for future research are considered and finally 
the conclusion to the programme of work is presented. 
 
8.1. Originality of the programme of work 
Despite the overwhelming evidence that effective teamwork is associated with positive patient 
outcomes and poor teamwork is associated with negative patient outcomes, there is little 
published research or guidance on how health and social care professionals, including 
pharmacists, are prepared to work effectively in interprofessional teams on qualification. This 
programme of work considers multiple perspectives from patients and caregivers, students and 
educators relating to key teamwork characteristics and how pharmacy education can facilitate 
the preparedness of pharmacy students for their future practice as registered pharmacists 
working in and across interprofessional teams to ensuring patient safety and high-quality 
patient care. The findings have informed recommendations for curricula reform relevant to the 
UK and further afield (Section 7.7) and added to published research on teamwork 
characteristics from patients’, caregivers’ and students’ perspectives and students’ 
preparedness for their future careers in integrated interprofessional teams (Cutler et al., 2019, 
2020). 
 
8.2. Methodological appropriateness  
As previously discussed, a qualitative approach was taken to conduct the research. This 
included focus groups, semi-structured interviews and triangulation of the data. The strengths 
and limitations of each of these methods have been considered throughout the thesis and the 
methodological limitations were discussed in detail in Section 7.3 Methodological limitations of 
the programme of work. Despite the limitations, the conclusions drawn from each phase and 
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the overall conclusion of the research are justified. The generalisability of the findings of the 
research could be enhanced if a wider sample of participants across a wider geographical area 
were included in the research. Generalisability of the results could be improved with a larger 
sample of participants from across the UK and more diversity in participants from HEIs.  
 
8.3. Impact of the programme of work 
Reports and published literature (Department for Children, Schools and Families, 2008; Francis, 
2009; Mazzocco et al., 2009; Rosen et al., 2018; Symons et al., 2012; The House of Commons 
Health Committee, 2003) have highlighted the correlation between poor teamwork and 
negative patient outcomes. Problems with poor teamwork have been evident for some time 
and whilst the current education and training standards for pharmacy student (GPhC, 2011) 
recognise the need to develop skills to enable working effectively in teams and know how to 
work effectively in teams on completion of their pharmacy degree, opportunities to develop 
key characteristics varies significantly across HEI programmes and in comparison to other 
healthcare students such as medics and nurses, exposure to teamwork opportunities is limited.  
 
The potential impact of this research is significant. Ensuring that the pharmacists of the future 
are “fit for purpose” and able to work effectively as part of an interprofessional team could 
potentially minimise patient safety incidents and lower negative outcomes in patient care 
whilst enhancing the quality of patient care and the patient experience. The development of 
teamwork characteristics prior to registration could also equip future pharmacists with the skills 
and competencies to facilitate the government’s vision for pharmacy, such as enhanced roles, 
developing new pharmacy services and delivering the new pharmacy contract within an 
interprofessional healthcare system (NHS, 2019; NHS England, n.d.). 
 
Improving pharmacy students’ understanding around teams and the benefits of effective 
teamwork will support students to further develop these characteristics within their pre-
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registration year. Patients will expect a minimum level of competence and skills and an 
enhanced understanding of effective teamwork has the potential to translate to improved 
patient satisfaction and a positive patient experience in the student's pre-registration year and 
on registration.  
 
The impact of effective teamwork would not just be on the patients. Models of care require 
health and social care professionals to work collaboratively and pre-registration training can 
now be undertaken in a range of sectors including hospital, community pharmacy and primary 
care. Enhanced communication skills and understanding of the purpose and value of teams and 
challenges associated with teamwork within models of care will facilitate improved 
collaborative working for pre-registration students and registered pharmacists. This in turn has 
the potential to reduce workload as delivery of care through collaborative working becomes 
more efficient and streamlined which will impact on the availability of staff, team dynamics and 
improve workforce morale. 
 
8.4. Proposals for future research 
Future research could include a wider range of stakeholders, including recent graduates, 
pharmacy employers and employers of the wider health and social care workforce. The 
assessment of students’ ability to work effectively in teams needs to be explored further. 
Further research that explores the teaching and assessment of teamwork to pharmacy and 
other health and social care students in the UK and other countries could identify innovations 
that could be incorporated into UK MPharm programmes. 
 
The benefits of learning with and from others during IPE was highlighted. Future studies could 
focus on what constitutes as meaningful IPE in order to assist schools of pharmacy when 
introducing such sessions to their programmes. Longitudinal studies into the effectiveness of 




This research has successfully met the overall aim of the programme of work which was to 
consider how teamwork can be developed in undergraduate pharmacy students to facilitate 
and maximise post-registration interprofessional practice and promote effective patient care. 
The objectives of the programme of work were to: 
1. Explore and define the characteristics of an effective interprofessional team 
2. Explore the perceptions of educators on key pharmacy characteristics in an 
interprofessional team 
3. Identify characteristics of interprofessional teamwork that could be developed within 
undergraduate students 
4. Make recommendations on pharmacy education curriculum standards to facilitate the 
development of teamwork characteristics 
 
Specific objectives were achieved during the programme of work. The first and second 
objectives, to explore and define the characteristics an effective interprofessional team was 
achieved through the literature review and triangulation of the findings of phase 1: Evaluating 
teamwork characteristics from the patients' and caregivers' perspective, phase 2: Evaluating 
teamwork characteristics from the pharmacy students’ perspective, and phase 3: Exploring 
teamwork characteristics and curriculum design from the educators’ perspective . The third 
objective, to identify characteristics of interprofessional teamwork that could be developed 
through undergraduate education was achieved in phases 2: Evaluating teamwork 
characteristics from the pharmacy students’ perspective and 3: Exploring teamwork 
characteristics and curriculum design from the educators’ perspective. The final objective, to 
consider pharmacy curriculum design to facilitate development of teamwork characteristics 
was achieved through triangulation of the findings of phase 1: Evaluating teamwork 
characteristics from the patients' and caregivers' perspective, phase 2: Evaluating teamwork 
characteristics from the pharmacy students’ perspective, and phase 3: Exploring teamwork 
characteristics and curriculum design from the educators’ perspective. 
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This research focused how teamwork can be developed in undergraduate pharmacy students to 
better prepare students for their future practice as part of interprofessional teams from the 
perspective of patients and caregivers, students and educators of MPharm programmes. The 
findings presented in this thesis provide an insight into how pharmacy students can be better 
prepared to work in interprofessional teams as registered pharmacists and the characteristics 
that they need. The need for HEIs to maintain and enhance spirality throughout curricula while 
providing significant opportunities to practise interprofessional teamwork has been shown. 
Learning outcomes relating to teamwork characteristics should be defined in learning and 
teaching where students are expected to develop teamwork characteristics. The findings of this 
important research add further weight to the proposal that MPharm programmes should 
receive supplemental clinical funding to align pharmacy education with other healthcare 
education degrees. 
 
8.6. Dissemination of research 
Work presented in Chapter 5 of this thesis was presented in oral presentation format at the 
International Social Pharmacy Workshop, University of Reading, April 2016 and subsequently 
published as: 
Cutler, S., Morecroft, C., Carey, P., & Kennedy, T. (2016). A qualitative study of pharmacy 
students’ opinions and experience on team working attributes. International Journal of 
Pharmacy Practice 24(S1):25. Available at 
https://onlinelibrary.wiley.com/doi/epdf/10.1111/ijpp.12258. [Accessed 15.07.20] 
 
Work presented in Chapter 4 and 5 of this thesis was presented in poster format at the 
International Social Pharmacy Workshop, University of Aberdeen, July 2016 and subsequently 
published as: 
Cutler, S., Morecroft, C., Carey, P., & Kennedy, T. (2016). People’s opinions and experience on 
healthcare team working attributes: a qualitative study. International Journal of Pharmacy 
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Appendix 1 – Literature search strategy and results 





     
DISCOVER 14. Teamwork ; “Team work” 69,854   
2000 to present 15 Teamwork ; “Team work”; Health ; “Healthcare” 390 37 16 
 16. Teamwork ; “Team work”; Interprofessional; “inter-
professional” 
143 10 3 
 17. Team; Teamwork ; “Team work”; attribute* 70 2 1 
 18. Team; Teamwork ; “Team work”; characteristic*; 120 6 5 
 19. Team; Teamwork ; “Team work”; qualities 7 0 0 
 20. Teamwork ; “Team work”; competenc* 10 3 2 
 21.Teamwork ; “Team work”; pharmac* To do   
 22. Collaborative practice 23 3 3 
 23. Team effectiveness 235 4 3 
 24.Team-based care 41 1 0 
 25.Interpofessional teamwork 47 6 4 
 26.Interprofessional competencies 18 1 0 
 27. “non technical skills”; “non-technical skills”; 
teamwork 
15 4 3 
 28. Work ready; work-ready 4 1 1 
 29.Prepared for practice; team*; teamwork 9 4 3 
 30. Preparedness for practice; team*; teamwork 10 4 3 
 31.collabor*; competenc* 0 0 0 
 32. Interprofessional; inter-professional; competenc*; 
teamwork OR "team work" 
99 45 37 
 33.prepare*; team*; “team work” 5958   
 34. patient* OR caregiver OR "care-giver"; team*; 
“team work” 
334 18 4 
 35. patient* OR caregiver OR "care-giver"; perception* 113 13 7 
 36.”interprofessioanl collaborative practice” 33 7 4 
 37. interprofessional competenc* 170 7 3 
 38. patient safety; team; teamwork 112   
 39. Prepardness; Pharm* 97 10 2 
 40. Prepardness; nurs* 33 11 3 
 41. Prepardness;dentist 35 5 3 
     
Medline/Pubmed 1.Teamwork ; “Team work” 30,395   
2000 to present 2.Teamwork ; “Team work”; Health ; “Healthcare” 391 57 22 
 3.Teamwork ; “Team work”; Interprofessional; “inter-
professional” 
143 28 16 
 4.Team;Teamwork ; “Team work”; 
characteristic*;attribute*; qualities 
46 8 4 
 5.Team; characteristic*;attribute*; qualities 238 8 3 
 6.Teamwork ; “Team work”; competenc* 270 14 8 
 7.Teamwork ; “Team work”; pharmac* 134 11 6 
     
CINAHL 8.Teamwork ; “Team work” 37,470   
2000 to present 9.Teamwork ; “Team work”; Health ; “Healthcare” 
Subject: teamwork; multidisciplinary care 
520 15 4 
 10.Teamwork ; “Team work”; Interprofessional;”inter-
professional” 
395 30 9 
 11.Team; Teamwork ; “Team work”; 
characteristic*;attribute*; qualities  
71 10 5 
 12. Teamwork ; “Team work”; competenc*  595 (197) 26 11 




Appendix 2 – Liverpool John Moores ethical approval letter for phase 1 and 2 
 
Dear Suzanne 
 With reference to your application for Ethical approval  
14/PBS/004 - Suzanne Cutler (PGR) Developing interprofessional education to facilitate interprofessional 
practice to promote patient-centred care (Charles Morecroft) 
                                                                                                               
Liverpool John Moores University Research Ethics Committee (REC) has reviewed the above application 
by proportionate review and I am pleased to inform you that ethical approval has been granted and the 
study can now commence.  
Approval is given on the understanding that: 
 •         any adverse reactions/events which take place during the course of the project are reported to 
the Committee immediately; 
•         any unforeseen ethical issues arising during the course of the project will be reported to the 
Committee immediately; 
•         the LJMU logo is used for all documentation relating to participant recruitment and participation 
eg poster, information sheets, consent forms, questionnaires. The LJMU logo can be accessed at 
http://www.ljmu.ac.uk/corporatecommunications/60486.htm                                         
Where any substantive amendments are proposed to the protocol or study procedures further ethical 
approval must be sought.  
 Applicants should note that where relevant appropriate gatekeeper / management permission must be 
obtained prior to the study commencing at the study site concerned. 
 For details on how to report adverse events or request ethical approval of major amendments please 
refer to the information provided at http://www.ljmu.ac.uk/RGSO/93205.htm                                                                                                                                                                                          
Please note that ethical approval is given for a period of five years from the date granted and therefore 
the expiry date for this project will be December 2019.  An application for extension of approval must be 
submitted if the project continues after this date. 
  
 Mandy Williams, Research Support Officer 
(Research Ethics and Governance) 
Research and Innovation Services 
Kingsway House, Hatton Garden, Liverpool L3 2AJ 
t: 01519046467 e: a.f.williams@ljmu.ac.uk  
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Appendix 3 – Participant recruitment email used in phase 1 
Dear (Insert name), 
As part of my PhD research project, I am exploring the opinions and views of patients on the key 
attributes they believe interprofessional health and social care teams should possess in order to work as 
a team. 
I would like to invite you to participate in a focus group discussion if you have accessed a NHS service as 
a patient or as a carer for a long term condition e.g. asthma, high blood pressure, arthritis or depression 
(please note that this list is not exhaustive), that requires ongoing care and management in the previous 
6 months. 
Focus groups will be arranged at a mutually convenient time and location at Liverpool John Moores 
University and the focus group discussions will last no more than 60 minutes. Further details of the 
study and what it entails can be found in the attached participant information sheet. I would be very 
grateful if you could take a moment to peruse this and, if you are happy to take part, please reply to this 
email.  
The focus group discussions will be recorded and transcribed. Confidentiality of the focus group 
discussions cannot be guaranteed for those participating in each focus group as other participants will 
know what has been said and by whom, however, focus group members will be asked to respect the 
confidentiality of other members of the group. Confidentiality will be guaranteed between each focus 
group. Any information obtained in connection with this project and that can identify you will be 
removed during transcribing to ensure participants’ anonymity. If you do agree to participate, you will 
be required to complete a consent form (copy attached).  
This research project has received LJMU ethical approval (include date and reference number). 
Should you have any additional questions or queries related to this research project, please do not 












Title of Project: Developing interprofessional education  
 
Name of Researcher and School/Faculty: Suzanne Cutler, School of Pharmacy and Biomolecular Science 
 
You are being invited to take part in a research study. Before you decide it is important that you 
understand why the research is being done and what it involves. Please take time to read the following 
information. Ask us if there is anything that is not clear or if you would like more information. Take time 
to decide if you want to take part or not. 
 
1. What is the purpose of the study? 
 
The use of teams to deliver health care has become commonplace in the National Health Service and 
effective teamwork between different healthcare professionals has become increasingly more 
important in ensuring patients receive quality care. This study aims to explore the views of patients on 
key qualities that teams require in order to deliver good patient care. 
 
2. Do I have to take part? 
 
No. It is up to you to decide whether or not to take part. If you do you will be given this information 
sheet and asked to sign a consent form. You are still free to withdraw at any time and without giving a 
reason. A decision to withdraw will not affect your rights. I will not collect anything that will allow me to 
identify you. Therefore, once you have taken part in the study, it will not be possible to remove your 
answers. If you decide to withdraw during the focus group any information that you have given prior to 
your withdrawal will be used in the study 
 
3. What will happen to me if I take part? 
 
If you agree to take part, you will be invited to take part in a focus group discussion. This will involve 
being asked questions about your opinions on attributes required for effective teamwork in health and 
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social care teams. The focus group meeting should take approximately one hour. The conversation will 
be recorded and subsequently transcribed. If you agree to take part, you will be asked to sign a consent 
form. By signing the consent form, you are agreeing that your opinions may be anonymised and 
included in future publications. 
 
4. Are there any risks / benefits involved? 
 
There are no identifiable risk when taking part in this project 
 
5. Will my taking part in the study be kept confidential? 
 
All information that is recorded during the course of this research study will be kept strictly confidential. 
Confidentiality of the focus group discussions cannot be guaranteed for those participating in each focus 
groups as other participants will know what has been said and by whom, however, focus group 
members will be asked to respect the confidentiality of other members of the group. Confidentiality will 
be guaranteed between each focus group. Any information obtained in connection with this project and 
that can identify you will be removed during transcribing to ensure participants’ anonymity 
 
This study has received ethical approval from LJMU’s Research Ethics Committee (insert REC reference 
number and date of approval) 
 
Contact Details of Researcher  
Suzanne Cutler 
0151 231 2566 
S.C.Cutler@ljmu.ac.uk 
 
Contact Details of Academic Supervisor  
Charles Morecroft 
0151 231 2296 
c.w.morecroft@ljmu.ac.uk 
 
If you are unhappy with the way in which this project has been conducted, or wish to raise a concern, 
you should contact the academic supervisor by emailing c.w.morecroft@ljmu.ac.uk or writing to: 
Professor of Pharmacy Education and Professional Practice, School Director, School of Pharmacy and 
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Biomolecular Sciences, Liverpool John Moores University, James Parsons Building, Byrom Street, 
Liverpool, L3 3AF 
 











Developing interprofessional education  
Suzanne Cutler, School of Pharmacy and Bimolecular Sciences, Faculty of Science 
 
1. I confirm that I have read and understand the information provided for the above 
study. I have had the opportunity to consider the information, ask questions and have 
had these answered satisfactorily 
 
2. I understand that my participation is voluntary and that I am free to withdraw at any 
time before or during the focus group, without giving a reason and that this will not 
affect my legal rights 
 
3. I understand that I will not be able to withdraw from the study after the focus  
group has taken place it will not be possible to identify individuals 
 
4. I understand that any personal information collected during the study will be 
anonymised and remain confidential 
 
5. I understand that the interview/focus group will be audio / video recorded and I am 
happy to proceed  
 
6. I understand that parts of our conversation may be used verbatim in future publications 
or presentations but that such quotes will be anonymised 
 
7. I agree to respect the confidentiality of the opinions of other participants 
participating in the focus group. 
 
8. I agree to take part in the above focus group study  
 
 






















Appendix 6 – Participant recruitment follow-up email used in phase 1 
 
Dear (insert name), 
Further to my previous email sent on (insert date), I am following up to see whether you would be 
willing to participate in the study exploring the opinions and views of patients on the key attributes they 
believe interprofessional health and social care teams should possess in order to work. 
Further details of the study and what it entails can be found in the attached participant information 
sheet. I would be very grateful if you could take a moment to peruse this and, if you are happy to take 
part, please reply to this email. If you do agree to participate, you will be required to complete a consent 






Appendix 7 – Interview schedule for phase 1 
 
Good morning/afternoon. Thank you for coming along today to participate in this focus group. I 
am Suzanne Cutler (depends on who is present) and this focus group is being undertaken as 
part of my research for my PhD.  
During the course of the next 60 mins or so I would like to get your explore your views opinions 
on the key attributes that you consider essential for team working with the NHS. What I need to 
record today is your opinions – there are no right or wrong or desirable or undesirable answers. 
You can agree and or disagree with each other, and you can change your mind. I would like you 
to feel comfortable saying what you really think and how you really feel. I am looking for your 
opinions.  
No one will know who said what. I want this to be a group discussion, so feel free to respond to 
me and to other members in the group without waiting to be called on. However, I would 
appreciate it if only one person did talk at a time, you respect the opinions of others and that all 
discussions are kept confidential within this group. The session will be recorded and transcribed 
for analysis. All recorded information is confidential and will be anonymised including the 
removal of names and identifying factors, and will be used only for the purpose of the research 
The discussion will last approximately one hour. There is a lot I want to discuss, so at times I 
may move us along a bit. Your participation is completely voluntary and you can stop taking part 
in the focus group at any time however, any information that you have given prior to your 
withdrawal will be used in the study. 
Before we start, could I just ask you all to introduce ourselves? 
 
Questions 
1. What do you think is the value of teams in patient care? 
Probes: Which professionals are involved in teams? 
Is there a limit to the number of healthcare professionals you think should make 
up a team? 
Who do you think should be part of this team? 
 
   
2. How do you know when a team is working well together? 
Probe: are there any specific qualities (attribute) that you think are important? 
Why do you think this (name quality) is important? 
How does this impact on patient care? 
Could this (name attribute) be difficult? Why is this? How would this impact on 
patient care? 
 
 (repeat for each attributes) 
  Are you aware of these features of teams when you have been a patient? 
280 
 
3. Do you feel that any of the attributes are more important than others? Which ones? 
What do you think the impact of this (list attribute) being missing is? 
 
 
4. From your experiences, what do you think the purpose of the team is? 
5. From your experiences, are you aware of the presence/omission of different attributes 
within teams? 
(Prompt by listing attributes previously discussed) 
How does this make you feel? 
What action, if any, would you take? 
 
6. How do you feel we should be preparing future health and social care professionals to 
be effective members of teams? 
Should we be incorporating the development of team work attributes in 
undergraduate degree programmes? 
 
Closure 
Though there were many different opinions about _______, it appears that _______. Does 
anyone see it differently? It seems most of you agree ______, but some think that _____. Does 






Appendix 8 – Participant recruitment email used in phase 2 
 
Dear (insert name), 
As part of my PhD research project, I am exploring the opinions and views of students on the key 
attributes they believe interprofessional health and social care teams should possess in order to work as 
a team. 
I would like to invite you to participate in a focus group discussion if you have accessed a NHS service as 
a patient or as a carer for a long term condition e.g. asthma, high blood pressure, arthritis or depression 
(please note that this list is not exhaustive), that requires ongoing care and management in the previous 
6 months. 
Focus groups will be arranged at a mutually convenient time and location at Liverpool John Moores 
University and the focus group discussions will last no more than 60 minutes. Further details of the 
study and what it entails can be found in the attached participant information sheet. I would be very 
grateful if you could take a moment to peruse this and, if you are happy to take part, please reply to this 
email.  
The focus group discussions will be recorded and transcribed. Confidentiality of the focus group 
discussions cannot be guaranteed for those participating in each focus group as other participants will 
know what has been said and by whom, however, focus group members will be asked to respect the 
confidentiality of other members of the group. Confidentiality will be guaranteed between each focus 
group. Any information obtained in connection with this project and that can identify you will be 
removed during transcribing to ensure participants’ anonymity. If you do agree to participate, you will 
be required to complete a consent form (copy attached).  
This research project has received LJMU ethical approval (include date and reference number). 
Should you have any additional questions or queries related to this research project, please do not 








Appendix 9 – Participant recruitment follow-up email used in phase 2 
 
Dear (Insert name), 
Further to my previous email sent on (insert date), I am following up to see whether you would be 
willing to participate in the study exploring the opinions and views of students on the key attributes they 
believe interprofessional health and social care teams should possess in order to work. 
Further details of the study and what it entails can be found in the attached participant information 
sheet. I would be very grateful if you could take a moment to peruse this and, if you are happy to take 
part, please reply to this email. If you do agree to participate, you will be required to complete a consent 










Title of Project: Developing interprofessional education to facilitate interprofessional practice to 
promote patient-centred care 
 
Name of Researcher and School/Faculty: Suzanne Cutler, School of Pharmacy and Bimolecular Science 
 
You are being invited to take part in a research study. Before you decide it is important that you 
understand why the research is being done and what it involves. Please take time to read the following 
information. Ask us if there is anything that is not clear or if you would like more information. Take time 
to decide if you want to take part or not. 
 
6. What is the purpose of the study? 
 
The use of teams to deliver health care has become commonplace in the National Health Service and 
effective teamwork between different healthcare professionals has become increasingly more 
important in ensuring patients receive quality care. This study aims to explore the teamwork attributes 
that are demonstrated by undergraduate healthcare students. 
 
7. Do I have to take part? 
 
No. It is up to you to decide whether or not to take part. If you do you will be given this information 
sheet and asked to sign a consent form. You are still free to withdraw at any time and without giving a 
reason. A decision to withdraw will not affect your rights. I will not collect anything that will allow me to 
identify you. Therefore, once you have taken part in the study, it will not be possible to remove your 
answers. If you decide to withdraw during the focus group any information that you have given prior to 
your withdrawal will be used in the study 
 
8. What will happen to me if I take part? 
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If you agree to take part, you will be invited to take part in a focus group discussion. This will involve 
being asked questions about your opinions on attributes required for effective teamwork in health and 
social care teams. The focus group meeting should take approximately one hour. The conversation will 
be recorded and subsequently transcribed. If you agree to take part, you will be asked to sign a consent 
form 
 
9. Are there any risks / benefits involved? 
 
There are no identifiable risk when taking part in this project 
 
10. Will my taking part in the study be kept confidential? 
 
All information that is collected during the course of this research study will be kept strictly confidential. 
Confidentiality of the focus group discussions cannot be guaranteed for those participating in each focus 
groups as other participants will know what has been said and by whom, however, focus group 
members will be asked to respect the confidentiality of other members of the group. Confidentiality will 
be guaranteed between each focus group. Any information obtained in connection with this project and 
that can identify you will be removed during transcribing to ensure participants’ anonymity 
 
This study has received ethical approval from LJMU’s Research Ethics Committee (insert REC reference 
number and date of approval) 
 
Contact Details of Researcher  
Suzanne Cutler 
0151 231 2566 
S.C.Cutler@ljmu.ac.uk 
 
Contact Details of Academic Supervisor  
Charles Morecroft 
0151 231 2296 
c.w.morecroft@ljmu.ac.uk 




Appendix 11 – Interview schedule for phase 2 
 
Good morning/afternoon. Thank you for coming along today to participate in this focus group. I 
am Suzanne Cutler (depends on who is present) and this focus group is being undertaken as 
part of my research for my PhD.  
During the course of the next 60 minutes or so I would like to get your explore your key 
attributes that are considered essential for team working with the NHS. The session will involve 
you reviewing and discussing a case study. What I need to record today is your actions and 
views – There are no right or wrong or desirable or undesirable answers. You can agree and or 
disagree with each other, and you can change your mind. I would like you to feel comfortable 
saying what you really think and how you really feel. I am looking for your opinions. 
No one will know who said what. I want this to be a group discussion, so feel free to respond to 
me and to other members in the group without waiting to be called on. However, I would 
appreciate it if only one person did talk at a time, you respect the opinions of others and that all 
discussions are kept confidential within this group. The session will be recorded and transcribed 
for analysis. All recorded information is confidential and will be anonymised, and will be used 
only for the purpose of the research.  
The discussion will last approximately one hour. There is a lot I want to discuss, so at times I 
may move us along a bit. Your participation is completely voluntary and you can stop taking part 
in the focus group at any time however, any information that you have given prior to your 
withdrawal will be used in the study 
Questions 
Can you give me some example of team working that you have observed or experienced? 
What do you think makes a good team? 
Why is that (list point raised) 
Do you feel that any of these qualities are more important than others? If so, which 
ones? Why is that? 
What do you think makes a team ineffective (or poor)? 
Why do you think that (list point raised)? 
How do you think this could this affect patient care? 
 
Does a team need to demonstrate all the qualities you have mentioned in order to provide good 
patient care? 
 Which ones do they need? Why do say this? 
  
I am now going to give you a patient story. Please take a few minutes to read this. 
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How do you feel this could be handled differently? 
Are there any other team qualities that you can identify here?  
Do you think (name attributes not covered in previous discussion) are key to good team 
working? Why is this? What do you think the risk to patient care could be if teams do not 
demonstrate (name attribute being discussed) 
What opportunities do you feel we currently have within the MPharm programme that could help 
you feel more prepared for working in a team in the future? 




Though there were different qualities explored, it appears that _______ are key qualities. Does 
anyone see it differently? It seems most of you agree ______, but some think that _____. Does 






Appendix 12 – Patient story for phase 2 
 
 
Mr Smith is pleased that his appointment with the rheumatology outpatient clinic has finally 
come around. He has had 2 appointments cancelled and when he rang the department he was 
reassured the next appointment would not be changed. He waits 12 weeks for the 
appointment. He drives to the hospital but finds it very difficult to park as there are no free 
disabled parking spaces by the clinic. He manages to get his wife out of the car; she sometimes 
uses a wheelchair to get about. He finds the clinic but is admonished for being late. Eventually 
he is seen in the clinic which is running 50 minutes late. Mr Smith is quite deaf and spends the 
whole time anxiously listening out for his name. Nobody informs him that the clinic is running 
late and he needs the toilet. His wife's hearing is a bit better but she is also very anxious and is 
not managing to hear very well either. Mr Smith is seen by the doctor who organises an x-ray. 
The X-Ray department is a long way off and to save time, he is taken by wheelchair. As they are 
leaving the clinic area, he says to the porter that he hopes his wife won't wander off while he is 
away. On his return his wife is missing. The clinic nurse goes looking for his wife and he is called 
back into the clinic to see the doctor. Unfortunately he does not remember anything the doctor 
says. His wife is found near to where they parked the car and they go home feeling it was a 
wasted visit. He does write to the hospital detailing the events and although he receives a reply 





Appendix 13 – Liverpool John Moores ethical approval letter for phase 3 
Dear Suzanne 
With reference to your application for Ethical Approval: 
16/PBS/004 - Suzanne Cutler, PGR - Developing interprofessional education to facilitate 
interprofessional practice to promote patient-centred care (Charles Morecroft) 
The University Research Ethics Committee (UREC) has considered the above application by 
proportionate review and I am pleased to inform you that ethical approval has been granted and the 
study can now commence.  
Approval is given on the understanding that: 
•         any adverse reactions/events which take place during the course of the project are reported 
to the Committee immediately; 
•         any unforeseen ethical issues arising during the course of the project will be reported to the 
Committee immediately; 
•         the LJMU logo is used for all documentation relating to participant recruitment and 
participation e.g. poster, information sheets, consent forms, questionnaires. The LJMU logo can be 
accessed at http://www2.ljmu.ac.uk/corporatecommunications/60486.htm.  
Where any substantive amendments are proposed to the protocol or study procedures further 
ethical approval must be sought.  
Applicants should note that where relevant appropriate gatekeeper / management permission must 
be obtained prior to the study commencing at the study site concerned. 
 
For details on how to report adverse events or request ethical approval of major amendments please 
refer to the information provided at http://www2.ljmu.ac.uk/RGSO/93205.htm 
Please note that ethical approval is given for a period of five years from the date granted and 
therefore the expiry date for this project will be June 2021. An application for extension of approval 
must be submitted if the project continues after this date. 
 
 Mandy Williams, Research Support Officer 
(Research Ethics and Governance) 
Research and Innovation Services 
Kingsway House, Hatton Garden, Liverpool L3 2AJ 
t: 01519046467 e: a.f.williams@ljmu.ac.uk 
289 
 
Appendix 14 – Participant recruitment email used in phase 3 
 
 
Dear (insert name), 
  
As part of my PhD research project, I am exploring the opinions and views of educators on the 
development of key team working characteristics in undergraduate pharmacy education.  
Given your current role and experience in this area I would like to interview you, at a mutually 
convenient time. The interview should take no longer than 45 minutes.  
Your participation will contribute to the knowledge and understanding of the development of 
team working attributes in undergraduate pharmacy education and how these attributes 
complement the training of other healthcare professionals.  
Further details of the study and what it entails can be found in the attached participant 
information sheet. I would be very grateful if you could take a moment to peruse this and, if 
you are happy to take part, please reply to this email. If you are happy to take part, I will 
arrange a mutually convenient time to undertake the interview either face-to-face or via 
telephone. If you do agree to participate, you will be required to complete a consent form (copy 
attached).  
This research project has received LJMU ethical approval (include date and reference number).  
Should you have any additional questions or queries related to this research project, please do 
not hesitate to contact me.  
 
Kind regards  
Suzanne Cutler   
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Appendix 15 – Participant information leaflet (PIL) for phase 3 
 
  
LIVERPOOL JOHN MOORES UNIVERSITY  
PARTICIPANT INFORMATION SHEET  
Title of Project: Developing interprofessional education  
Name of Researcher and School/Faculty: Suzanne Cutler, School of Pharmacy and Biomolecular Science  
You are being invited to take part in a research study. Before you decide it is important that you 
understand why the research is being done and what it involves. Please take time to read the following 
information. Ask us if there is anything that is not clear or if you would like more information. Take time 
to decide if you want to take part or not.  
1. What is the purpose of the study?  
 
The use of teams to deliver health care has become commonplace in the National Health Service and 
effective teamwork between different healthcare professionals has become increasingly more 
important in ensuring patients receive quality care. This study aims to explore the views of views of 
educators on the development of key team working attributes in undergraduate pharmacy education  
2. Do I have to take part?  
 
No. It is up to you to decide whether or not to take part. If you do decide to take part, you will be given 
this information sheet and asked to sign a consent form. You are still free to withdraw at any time and 
without giving a reason.  
3. What will happen to me if I take part?  
 
If you agree to take part, you will be invited to take part in a face-to face- or telephone interview at a 
mutually convenient time. The interview should last no more than 45 minutes and will be audio 
recorded. The interview will involve being asked questions about your opinions on the development of 
team working attributes in pharmacy undergraduate education. If you agree to take part, you will be 
asked to sign a consent form. By signing the consent form, you are agreeing that your opinions may be 
anonymised and included in future publications.  
4. Are there any risks / benefits involved?  
 
There are no identifiable risk when taking part in this project.  
5. Will my taking part in the study be kept confidential?  
 
All information that is recorded during the course of this research study will be kept strictly confidential. 
I will not tell anyone who took part. Any information obtained in connection with this project and that 
can identify you will be removed during transcribing to ensure participants’ anonymity  
This study has received ethical approval from LJMU’s Research Ethics Committee (insert REC reference 




Contact Details of Researcher  
Suzanne Cutler  
0151 231 2566  
S.C.Cutler@ljmu.ac.uk  
Contact Details of Academic Supervisor  
Charles Morecroft  
0151 231 2296  
c.w.morecroft@ljmu.ac.uk  
If you any concerns regarding your involvement in this research, please discuss these with the 
researcher in the first instance. If you wish to make a complaint, please contact 






Appendix 16 – Consent form for phase 3 
 
 
LIVERPOOL JOHN MOORES UNIVERSITY  
CONSENT FORM  
 
Developing interprofessional education 
  
Suzanne Cutler, School of Pharmacy and Bimolecular Sciences, Faculty of Science  
1. I confirm that I have read and understand the information provided for the above study. I have had 
the opportunity to consider the information, ask questions and have had these  
answered satisfactorily  
 
2. I understand that my participation is voluntary and that I am free to withdraw at any time, without 
giving a reason and that this will not affect my legal rights.  
 
3. I understand that any personal information collected during the study will be anonymised and remain 
confidential  
 
4. I agree to take part in the above interview study  
 
5. I understand that the interview will be audio recorded and I am happy to proceed  
 
6. I understand that parts of our conversation may be used verbatim in future publications or 
presentations but that such quotes will be anonymised.  
 
Name of Participant Date Signature  
Name of Researcher Date Signature  
Name of Person taking consent Date Signature  
(if different from researcher)  




Appendix 17 – Participant recruitment follow-up email used in phase 3 
 
Dear (Insert name), 
Further to my previous email sent on (insert date), I am following up to see whether you would 
be willing to participate in the study exploring the opinions and views of educators on the 
development of key team working characteristics in undergraduate pharmacy education.  
Further details of the study and what it entails can be found in the attached participant 
information sheet. I would be very grateful if you could take a moment to peruse this and, if 
you are happy to take part, please reply to this email. If you do agree to participate, you will be 
required to complete a consent form (copy attached).  





Appendix 18 – Interview schedule for phase 3 
 
 Interview Schedule  
Thank you for agreeing to participate in this telephone interview. I am Suzanne Cutler and this 
telephone interview is being undertaken a part of my research for my PhD.  
During the course of the next 45 mins or so I would like to get your explore your views opinions on the 
key attributes that you consider essential for team working with the NHS. What I need to record today is 
your opinions – there are no right or wrong or desirable or undesirable answers.  
The session will be recorded and transcribed for analysis. All recorded information is confidential and 
will be anonymised including the removal of names and identifying factors, and will be used only for the 
purpose of the research.  
The discussion will last no longer than 45 minutes. There is a lot I want to discuss, so at times I may 
move us along a bit. Your participation is completely voluntary and you can stop taking part in the 
interview.  
If not yet received signed consent form, read out consent form and obtain recorded signed consent.  
OR: I have received your signed consent form. Thank you.  
Do you have any questions or would like any additional details? [Answer questions.]  
Can I just confirm that you are happy to be interviewed?  
Please feel free to interrupt to ask any questions or for clarification throughout the interview.  
[If yes, begin the interview.]  
[If no, thank the participant for his/her time.]  
This will be a semi-structured interview. I will start with some straight forward questions about your role before moving 
on to a discussion about teamwork attributes and pharmacy education.  
Interview Questions  
Job title of participant:  
Organisation:  
Yearly intake size (if applicable)  
What attributes do you feel makes a good team?  
 
 









e.g presentation/report  
 
Do you think that students recognise these attributes and the importance of effective team in patient 
care?  
Which qualities do you feel undergraduate pharmacy student should developed as part of their 




 you perceive any challenges? If so, what? Could these be overcome?  
 
 





That brings us to the end of the interview. I’d just like to thank you for giving up your time to participate.  






Appendix 19 – Published journal article “Are interprofessional healthcare teams 

























































Appendix 20 – Published journal article “Are pharmacy students adequately 
prepared to work in healthcare teams? 
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